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The Problem of the Discharged Hospital Patient* 


A. A. BAILEY, M.D., and H. G. WEISKOTTEN, M.D. 


cuse University College of Medicine have 

carried on studies to learn in what way con- 
ditions in the home and environment of patients 
may have affected the development and course of 
their illness. A description of this program was 
published December 1937.1 We believe that these 
studies have given the students a far better un- 
derstanding of the true meaning of medical care 
than they could have gained in any other way 
and, for this reason, the work is being continued 
as an integral part of the undergraduate program. 
We also believe that these studies involve a phase 
of medical education that is worth while and 
important. 


Fics the past seven years, students in the Syra- 


Another result of our experiences, however, has 
concerned us greatly. Soon after the program 
was started, those of us who participated in it 
began to notice an unexpected and disconcerting 
state of affairs—namely, that after discharge 
from the hospital the medical care of patients 





*Aided by a grant from the Josiah Macy, Jr., Foundation. 


iBailey, A. A., and Weiskotten, H. G.: The Training of the 
Student in What is Involved in Adequate Medical Care. Jour. 
Amer. Med. Assoc. 109: 2136 (Dec. 25) 1937. 
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having certain chronic diseases seemed to be un- 
satisfactory. As the work has proceeded, we 
have encountered more and more evidence of the 
accuracy of this observation. The condition has 
become obvious to us but we think that for various 
reasons it has tended to escape the notice of 
others. We think that the situation has devel- 
oped because of customs peculiar to our estab- 
lished social traditions and because of certain 
trends in medical investigation and teaching. We 
are convinced that #t needs careful investigation 
and consideration. It involves a lack of intelli- 
gent medical supervision of ward patients after 
their discharge from the hospital. We believe we 
are in a position to suggest a plan that would do 
much to remedy the situation. 
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Requirements of Satisfactory Medical Care 


Satisfactory medical care requires correct diag- 
nosis and the proper application of the therapy 
indicated. If either of these fail, the patient is 
not helped as much as he should be, and the ex- 
penses of hospitalization and of making clinical 
studies may be largely wasted. 


Complete diagnosis must include recognition 
of the disease or diseases present and also recog- 
nition of the personal peculiarities of the patient 
and appreciation of factors in the environment 
that may affect the illness. If these personal 
traits and environmental influences are not recog- 
nized and properly managed, it may be impossible 
to help the patient in spite of having a correct 
diagnosis and the knowledge of proper therapy. 
Thus, the expense and effort of making a diag- 
nosis of pernicious anemia are wasted if the pa- 
tient is so little concerned about it that he disre- 
gards the instructions given him about the treat- 
ment. Also, if a patient has heart disease and 
becomes easily decompensated, it is just as neces- 
sary to find out that she goes up and down two 
flights of stairs several times a day to tend a 
furnace and shovel coal and ashes as it is to dis- 
cover what particular kind of heart disease she 
may have. 


The application of the therapy indicated is easy 
as long as the patient remains in a hospital under 
the supervision of physicians and nurses. It be- 
comes quite a different matter when the patient 
returns home. Then many things may happen 
to change the plans that have been made. Ade- 
quate rest may be impossible for many reasons. 
Diets cannot be followed because of poverty, or 
lack of concern on the part of the patient, or 
desire to eat things not included in the diet, or 
because the patient’s wife is a poor cook and a 
poor manager. A rheumatic child may be allowed 
to expose himself to cold and wet and to play until 
overtired because the parents do not understand 
the nature of the disease that afflicts their boy. 
A patient with tuberculosis may fail to take 
proper care of himself and, worse, he may en- 
danger others by his carelessness—because he has 
never been made to understand clearly the true 
nature of his illness. If such conditions are not 
corrected, therapy is often defeated and all of 
the work that may have been done will have ac- 
complished nothing. 


Factors such as these do operate. They are 
encountered so frequently that it is rather un- 
usual for us to find cases in which plans go 
smoothly after the patient is discharged from the 
hospital. This coincides with the experience of 
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Dr. G. Canby Robinson? who found adverse social 
conditions in eighty per cent of a series of cases 
which he studied. 


On the other hand, we not infrequently see pa- 
tients who are repeatedly admitted to the hospital 
for attacks of cardiac decompensation that could 
have been prevented; because of diabetic coma 
that should never have occurred; because of at- 
tacks of abdominal pain that would not have con- 
tinued if the patient had been able to follow the 
therapy that had been prescribed; and because 
of many other preventable things too numerous 
to describe. 


It is obvious that the situations we are refer- 
ring to have in part been met by social workers 
and there is no intention to minimize the great 
contributions which such workers have made to 
the improvement of medical care. The point 
which we wish to make is that these patients after 
discharge from the hospital wards are without 
that intelligent medical supervision which is so 
essential to the successful functioning of the social 
worker. 


Convalescent Care 


Four years ago we made a study of convalescent 
care. We tried to follow each patient from the 
medical wards of the University Hospital for a 
period of one year after discharge, in order to 
learn what had happened to them. We also de- 
cided to provide medical care at home to those 
patients who, because of the severity of their ill- 
ness, seemed unable to attend the clinics at the 
Syracuse Free Dispensary (a detached institution 
serving as an out-patient department for a group 
of hospitals and for the community at large). 
The results of this study were not accurate be- 
cause the amount of work involved was too great 
for the facilities available. However, some inter- 
esting facts revealed will be briefly summarized. 


Certain general data in regard to the medical 
ward cases included in the study are given in 
Table 1. 


TABLE 1 
Number of patients admitted .....i6.0. sci eawees 519 
Hospital deaths during first admission............. 84 
Number of patients discharged................... 435 
Ln ee NE amr eS arnt ON eng ye ea rE 82 
Average cost of hospitalization per patient........ $87.13 
Average cost of hospitalization per admission..... $75.23 


Although it is recognized that ward rates do 
not cover the actual cost of hospitalization, we 
have used these figures to show in Table 2 the 
cost of hospitalization of the various types of ill- 


2Robinson, G. Canby: The Significance of Adverse Social Con- 
ditions in Medical Care. Trans. Assoc. Amer. Physicians 53: 
102 (1938). 
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ness included in this study. If one were to evalu- 
ate the investment of the hospital in these pa- 
tients, there should also be considered the con- 
tributions of the medical staff in the form of 
professional service. 


TABLE 2 

Degenerative cardio-vascular disease ......... $ 8,278.54 
SENN ore 'a ate Slade Wale aed He me cicle eae sateen ume cas 5,172.70 
Miscellaneous (nephritis, chronic pulmonary 

REMONOR (CRON sores is 3 dio's:aid. ceo walvielne eens 4,580.95 
Gastro-intestinal disGGses ........ 0060 6s ccceeeee 4,334.25 
Rheumatic fever and _ streptococcus viridans 

ee OTE SES Pa re ee a Mee cee Ep at a eae 3,367.50 
DiRGGRGH OT UNE OMIA... 6s oes cewewcines cneee 2,570.48 
DISOMEOS OF TNCCRDONEI: o.oo oc ces ce ic keene 2,485.75 
REIN TG CIOS anos seine ose bac sew mason 2,270.10 
PeyGnistic CISOTOCES: «03.0605 ens caveecce ws ce 1,990.11 
Ba GGrinie GIBLOENGTICES <.. . eves ccc vec ewne wears 1,551.15 
Bes Oe Le I a 8k o's oreo sce Rea'ole Se acele 1,515.60 
BT AES gs rp a ans ary aR EE Far ere e 1,474.00 
TADHOMBEE CO en oa cs alae i bss view cseaneeges 823.65 
Netihelomical GIGGFAGES o.oo on bie v5 e0 05 b alere tie 751.00 
PAC EIICHEE 5565. 0R seine S Heeb ere Coe ea eemees 4,050.53 


$45,216.31 


Table 2 indicates that 91 per cent of the cost 
of hospitalization was expended for chronic ill- 
nesses. These are the diseases that need careful 
management after discharge in order that the 
benefits of hospitalization may not be lost. 


An attempt was made to determine the type of 
care given the patients after their discharge from 
the hospital. This task was difficult because many 
patients could not be located. The results ob- 
tained for various groups are indicated in Table 3. 


TABLE 3 
INTERVAL CARE 


Satis- Unsatis- Unde- 

factory factory termined 

Per cent Per cent Per cent 
Discharged to private physicians 34.5 40.7 24.8 
Discharged to Syracuse Free 


UTNE oo6 5550, 6:520.05 0s aol oes 28.9 26.8 44.3 
Patients having syphilis....... 38.0 40.0 22.0 
Patients having diabetes ...... 30.8 34.6 34.6 
Patients having degenerative 

cardio-vascular disease ...... 38.5 16.7 44.8 
Patients having rheumatic 

HGSEL GISCREE ©6585 jcicicn ec: us 30.8 46.2 23.0 
Patients having pernicious 

POU ow a 6: oes cre bas pre, aie emin' 66.6 26.6 6.6 

Readmissions 


Among the 435 patients discharged, there were 
82 readmissions during the year. Interval care 
was considered satisfactory before 53 of these re- 
admissions. Of those patients who received satis- 
factory care before returning to the hospital, 50.9 
per cent were readmitted for return symptoms; 
18.8 per cent returned for additional treatment; 
11.3 per cent returned for undetermined causes; 
9.4 per cent returned for additional observation ; 
and 9.4 per cent returned because of intercurrent 
diseases. 


Of the remaining 29 cases, interval care was 
unsatisfactory before 8 readmissions. All of these 
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readmissions were necessary because of return 
of symptoms. 


The type of interval care could not be deter- 
mined for 21 readmissions. Of these, 17 were re- 
hospitalized because of return of symptoms and 
4 because of intercurrent diseases. 


Although these figures are incomplete and un- 
satisfactory for statistical purposes, they indicate 
that satisfactory medical care after discharge may 
definitely lessen the progress of chronic diseases 
and prevent readmissions to the hospital. 


Patients Provided with Medical Care at Home 


Forty-two of the 435 patients discharged dur- 
ing the year were considered too ill to attend the 
clinics at the Syracuse Free Dispensary and, there- 
fore, in need of medical care at home. Twelve of 
these patients were seen once or twice and then 
calls were discontinued for various reasons such 
as readmissions for further observation, discharge — 
to the Syracuse Free Dispensary, discharge to 
private physicians, leaving town, etc. 


For 30 patients, continued medical care at home 
was considered necessary because of the serious 
or disabling nature of their diseases. For many 
of these patients, discharge from the hospital was 
possible only because medical care at home could 
be provided. Institutional care of some sort would 
have been necessary for all of them had this care 
not been available. Nursing care was not fur- 
nished. 


It was estimated that at least 3,000 hospital 
days were saved because medical care and super- 
vision could be given to these patients at home. 


The readmission rate among this group was 
high. It is to be remembered, however, that all 
of these patients were so seriously ill that con- 
tinued care in a hospital would have been neces- 
sary unless special provision had been made for 
their care at home. 


The expense of caring for ward medical pa- 
tients in hospitals is high and it is probably the 
largest single item in the total cost of their med- 
ical care. Therefore, it would seem logical to take 
steps to prolong the benefits that hospitalization 
may have given the patient and to prevent un- 
necessary hospitalization. We are convinced that 
the benefits provided by hospital care will be only 
temporary in most cases of chronic diseases un- 
less adequate medical supervision is continued 
after discharge. The results of our experiences 
show clearly that the medical supervision of many 
of our patients after discharge has been unsat- 
isfactory. We believe that this lack of satisfac- 
tory follow-up care is not confined to our Uni- 
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versity Hospital but that it is the usual state of 
affairs to be found in varying degrees throughout 
the country. 


Medical Care After Discharge 


The unsatisfactory nature of medical care after 
discharge is obvious to us because we have had 
the opportunity of following ward patients with 
chronic diseases from the hospital into their 
homes and of observing there the various influ- 
ences that tend to undo the benefits that hospital 
care has given these patients. The discovery of 
this situation led us to make a study of follow-up 
care. We found it to be inadequate and our at- 
tention was focused on the waste that this lack of 
care entailed. Unless the physician has the op- 
portunity of seeing the patient in his home after 
discharge, he is apt to consider that his job is 
finished when the patient leaves the hospital and 
to give little thought about what may be happen- 
ing to his patient in the home. In private prac- 
tice the physician follows his patient home and 
supervises his care. He is satisfied if the patient 
gets along well. He usually does not pause to 
wonder how ward patients can maintain the gains 
that hospital care has given them without equally 
good attention. 


In the United States the freedom and the inde- 
pendence of the individual has been emphasized. 
This attitude has influenced the administration of 
medical care. Physicians are apt to consider the 
“rights” of the individual and to feel that patients 
should merely be given advice when they leave 
the hospital. They have hesitated to follow them 
closely in order to make sure that their advice 
is being correctly followed. This is a mistake 
because, as we have pointed out, close medical 
follow-up of the discharged patient is necessary 
in order to prevent the return of symptoms and 
relapses. 


Incidentally, it should be pointed out that none 
of the discharged patients resented the medical 
“follow-up” by the hospital service. On the con- 
trary, they did tend to appreciate the service and 
to cooperate with it. 


Medical investigation has devoted itself to the 
study of diseases and to the discovery of special 
therapy for disease, and to finding ways of pre- 
venting the development and spread of diseases. 
The patient as an individual has been too largely 
neglected. The influence of the patient’s home 
and environment on his illness has received far 
too little consideration. These influences are par- 
ticularly important in the large group of chronic 
diseases for which we have no definite preventive 
measures and for many of which ‘we do not have 
specific therapy. 
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Medical education has followed the trends taken 
by medical investigation. 


Few, if any, have paused to wonder if medical 
care is being administered efficiently. What may 
happen to the patient after discharge has failed 
to receive sufficient attention in connection with 
almost all investigations of medical care. Many 
hospitals have been built without regard for any 
program to insure adequate attention to the pa- 
tients after they leave the hospital and return 
home, and thus to protect the large investments 
that have been made. 


We are convinced that the administration of 
medical care needs careful investigation and con- 
sideration in order that there may be developed 
more efficient and economical ways of providing 
satisfactory medical care to certain classes of 
patients. 


It would appear that recent discussions of coop- 
erative and insurance plans for medical care have 
also failed to consider these aspects of its efficient 
and economical administration. As a matter of 
fact, there is some evidence that with certain 
groups the various insurance plans have tended 
to increase the extravagance of medical care by 
making hospitalization easier. 


Our plan to increase the efficiency and reduce 
the expense of medical care is quite simple. It 
consists of a program to meet and correct the 
defects that now exist in the administration of 
medical care. The defects that concern us come, 
for the most part, after the patient has left the 
hospital. They are caused by the conditions in 
the home of the patient, together with a lack of 
satisfactory medical supervision after discharge 
from the hospital. They can be recognized best 
by close contact with the home and the environ- 
ment. 


The Solution 


The solution seems evident. The hospital staff 
should assume more responsibility for the care of 
ward patients after discharge. It should provide 
follow-up medical care at home to those patients 
who are unable to attend clinics in the out-patient 
department. Such medical care could be.provided 
by the assignment of this responsibility to an 
extramural resident on the medical service who 
would be entirely familiar with the progress of 
the case in the hospital and with the details of a 
sound program for medical supervision after the 
patient leaves the hospital. Such a resident would 
also have available all of the facilities of the hos- 
pital medical service for carrying out a high grade , 
of medical care in the home. Visiting nurses 
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should be available to render the required amount 
of nursing service. 


Social workers must still be available, not only 
to visit homes and report conditions before cer- 
tain patients are discharged, but also to assist in 
arranging for the carrying out of the program 
for continued care under the supervision of the 
medical service. Under such circumstances, the 
function of the social worker in interpreting the 
patient to the physician and the physician to the 
patient could be much more efficiently carried out. 


Unnecessary Hospitalization 


In the course of our study of convalescent care, 
some consideration was given to the possibility 
that some patients may be sent to the hospital un- 
necessarily. 


The patients admitted to the medical wards of 
the University Hospital are received from the 
Syracuse Free Dispensary, from the city physi- 
cians, from private physicians and from police 
emergency calls. The rush of work at the Syra- 
cuse Free Dispensary and some other factors 
often prevent careful diagnostic study of patients, 
and patients may be sent to the hospital for diag- 
noses which should have been made in an out- 
patient department. Private physicians and es- 
pecially the city physicians may ask for hospital- 
ization of ward patients because it is often the 
easiest way to dispose of the case. Many such 
patients could be cared for at home if proper 
medical care was available for them. 


It was conservatively estimated that 32 of the 
519 patients were unnecessarily hospitalized dur- 
ing the year covered by the investigation. 


Forty-seven other patients were considered to 


have been not benefited or to have received ques- 
tionable benefit as a result of their hospitalization 
and, therefore, they too must be considered as 
having been unnecessarily hospitalized. A pa- 
tient was considered to have benefited from his 
stay in the hospital if his disease improved; if 
a correct diagnosis, not available prior to hos- 
pitalization, was reached; if he received care, not 
available at home, contributing to his comfort. 
If, in spite of good care and good medical treat- 
ment, the patient died, hospitalization was not 
considered to have been wasted because the family 
had the comfort of knowing that there had been 
no neglect. None of these requirements were met 
by any of the 47 cases considered to have been 


not benefited by hospital care. 


There is an increasing realization that satis- 
factory medical care depends upon the availability 
of a group of physicians especially trained in the 
various fields of medicine together with available 
laboratories and the highly specialized and ex- 
pensive equipment so essential in both the diag- 
nosis and treatment of disease. 


For the medically indigent patient, such facili- 
ties are only available in connection with well 
staffed and well equipped hospitals and out-patient 
departments. It is only by extending the facilities 
of these institutions to provide “follow-up” care 
in the home that an efficient and economical serv- 
ice can be rendered to these patients. 


Such a program involving the medically indi- 
gent patient should in no way interfere with the 
private practice of medicine. At the present time 
this group of individuals is receiving medical 
care from a variety of more or less unrelated and 
uncorrelated sources, including private practi- 
tioners, district physicians, public clinics and 


hospitals. 





Frank W. Hoover Appointed Superintend- 
ent of Decatur and Macon 


County Hospital 


Frank W. Hoover, who for the past nine years 
has been superintendent of the Elyria Memorial 
Hospital and Gates Hospital for Crippled Children, 
Elyria, Ohio, has been appointed superintendent 
of the Decatur and Macon County Hospital, De- 
catur, Illinois. 


Mr. Hoover succeeds Erwin C. Pohlman, who 
resigned to accept the superintendency of Christ 
Hospital, Cincinnati, Ohio. 
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Chicago Hospital Council Appoints New 
Executive Director 


Albert H. Scheidt has been appointed execu- 
tive director of the Chicago Hospital Council to 
succeed Dr. Arnold F. Emch, who resigned to 
accept the appointment as assistant secretary of 
the American Hospital Association. 


Prior to Mr. Scheidt’s appointment he was as- 
sistant administrator of the Indiana University 
Medieal Center at Indianapolis. Mr. Scheidt is 
a graduate of the Indiana University, and has 
done graduate work in accounting and finance at 
Ohio State University where he taught accounting. 
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Getting Along with People 


REV. FREDERICK MEEK 


OMMENCEMENT addresses, by tradition, 
C deal with weighty matters such as the state 
of the nation and the condition of the world. 
Or if you prefer to describe them in terms famil- 
iar to the profession that these graduates enter 
this evening, such addresses are supposed to deal 
with the temperature of the nation, the respira- 
tion of the world, the blood pressure of dictators, 
the pulse of presidents and kings; and in resume 
they purport to give a treatise on “The Organic 
Diseases of Democracies,” or else on “The Care 
and Feeding of Voters.” 


But I shall not attempt anything that is as for- 
midable as this tradition demands. Because any 
inclination that might be born in my mind to 
measure up to the level of this customary pro- 
cedure, dies in infancy through lack of adequate 
knowledge upon which to feed the inclination. 


Instead I am going to speak to you about one 
of the concerns of your own profession. And this 
concern is as important to you, and indeed to all of 
us, as are any of those weighty matters to which 
I have just referred. I believe that I can speak 
to you in this way without in any sense causing 
you to regard me as a presumptuous amateur who 
invades your particular field of training. As long 
as you remain in your profession you will be deal- 
ing with people. My work demands that I know 
something about people even as your profession 
makes the same demand upon you. Therefore I 
speak to you out of our common interest on the 
subject “Getting Along With People.” 


Doubling Our Capacity for Living 


You will have to learn, if you have not already 
mastered it, how to get along with people. You 
can nullify, by the way that you deal with people, 
most of the knowledge you have gathered in your 
years of study and experience in the Eastern 
Maine General Hospital. On the other hand it is 
equally true that by an intelligent and sensitive 
dealing with people, you can increase the effective- 
ness of your knowledge and your experience many 
times. The technique of personal relationships 
represents a very definite field of necessary study. 
It is neglected by those who deal with people, at 
the cost of many tragedies and hardships. It is 
a field of study that will demand all the intelli- 
gence and all the capacities that you have, for 
there is nothing more intricate and complex than 


An address delivered before the Graduating Class of the 
Eastern Maine General Hospital, Bangor, Maine. 
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the workings of the human personality. And 
when that personality is in a body that is sick, 
or when it is under the control of a mind that is 
sick, then the complexity and the difficulty are 
increased a hundredfold. 


In general there is nothing that anyone of us 
does more frequently than meet and deal with 
people. And there is nothing that most of us do 
quite as deplorably. Surprisingly few people have 
ever mastered the art of getting along with other 
people. Consequently most of us live in the midst 
of a turmoil of small annoyances and misunder- 
standings and hurt feelings and thwarted personal 
relationships, of animosities and suspicions and 
condescensions. And these things by their action 
warp our personalities and obviously interfere 
with the successful discharge of the duties of our 
professions and occupations. If any one of us 
would release into useful channels the emotional 
energy and upheaval that we consume, or that 
runs riot, as we are involved in unnecessary dis- 
putes and differences with people, we would find 
ourselves doubling our capacity for living. 


Any meeting between two people involves the 
coming together of great areas of life’s expe- 
riences, because each individual includes all that 


.he has seen and heard and read and done; his 


business, his interests, his amusements; in addi- 
tion each individual thinks and imagines and re- 
members; he has habits and emotional sets and 
well developed biases; and every individual differs 
from every other individual so that no two people 
meet the same situation in the same way. Con- 
sequently the number of possible places of differ- 
ence of opinion and friction is almost infinite. 
Dealing with people is difficult business. It is into 
just this situation that you will be constantly 
thrown, and the difficulty of the situation is in- 
tensified because of the disturbance of that intri- 
cate balance through disease and illness. 


Concerning the Ability of Being Detached 
and Impersonal 


One of the first things that must be said in any 
consideration of getting along with people is this: 
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A sign of a mature personality is the ability to 
be detached and impersonal about one’s self and 
one’s possessions and one’s feelings. Most of us 
do not usually develop this ability. Consequently 
all kinds of strange emotional quirks develop in 
our relations with people as we treat all differ- 
ences of opinion, all failures, and all- misplaced 
blame, personally rather than impersonally. 


And yet without the development of that qual- 
ity of being detached—a quality which comes mot 
because we become callous and hardened so that 
we do not feel, but rather because we lose our- 
selves in our interest in our work and in people— 
without that, I say, no satisfactory personal work 
with people can be done. When one is thus com- 
pletely absorbed—and it is only such a person who 
is ever really successful in his occupation—per- 
sonal slights and annoyances, other people’s arro- 
gance and bickering and unjust accusations, which 
usually take such a large share of people’s energy 
to combat, are for the most part without deep 
effect upon us. 


Along with this necessary characteristic in 
dealing with people, let me itemize several others 
which Professor Donald A. Laird, director of the 
Psychological Laboratory of Colgate University 
describes as being necessary for adequate per- 
sonal relationships. Out of interviews with seven 
thousand men and women who have come to him 
with their problems, Dr. Laird has discovered cer- 
tain things which are essential if one is to be a 
mature personality able to handle the ordinary 
problems of personal situations. He says that 
these characteristics are: that you can be depend- 
ed upon to do what you say you will; that you 
will go out of your way to help others; that you 
do not show off your knowledge; that you do not 
let yourself feel or seem to feel superior to your 
associates; that you do not exaggerate in your 
statements; that you do not make fun of others 
behind their backs; that you are not sarcastic; 
that you are not domineering. — 


Then sympathetic imagination is also extremely 
necessary. Permit me to express and illustrate 
that fact in this way. The laity look with some 
suspicion upon those disgustingly healthy people 
who have never had a day’s illness in their lives 
and consequently do not understand the rest of us 
when we are sick. Therefore I say that I hope 
each one of you members of this graduation class 
has been desperately sick—so sick that you did 
not care whether the clock stopped or not—so 
sick that you wanted something and were not 
even able to ask for it, and you had to depend upon 
the good sense of someone who was looking after 
you to get it without that person being asked. 
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And I trust that at least once in your experience 
that person did not have enough understanding to 
get it so that you did without it and suffered. 


You may think that that is rather a hard re- 
quirement. It is! But I hold that it is decidedly 
necessary for opening up the springs of sympa- 
thetic imagination so that you will understand 
the people with whom you deal. And I would 
make a half-serious, half-facetious recommenda- 
tion to the medical director and to the board of 
trustees that no nurse be allowed to graduate 
from the Eastern Maine General Hospital until 
she herself has been ill, and has needed desperate- 
ly the understanding and attention that a nurse 
can give, when she is giving the best that she has 
to her profession. 


My point is that all too often we have never at- 
tempted to enter into the experience of other 
people so that we understand it and so that we 
understand why they do as they do. And remem- 
ber, there is a big difference between say, “Now 
if I were in his place why would I have done this?” 
and saying, “Now in his place why did he do 
that?” That is, you must put yourself completely 
in the other person’s position and experience to 
understand him. Here is a profound secret of a 
good doctor, a good nurse or teacher or minister, 
a good parent or friend. 


Have True Respect for People 


Then you must have respect for people. Not that 
you will say “Yes sir,” and “No sir,” “Yes Mrs. 
Smith,” “No Mrs. Smith” with properly modulated 
tones. That is purely a surface mannerism. While 
that is necessary as a gesture, it is a long way 
from indicating that you have true respect for 
people, for the actual worth of a human being. 
The medical profession is in part based on the 
great value of the individual human personality. 
It says that the individual is worth doing some- 
thing for; his life is worth struggling for with 
all the science and all the skill that our civiliza- 
tion has been able to discover. The whole science 
of healing is based on the premise that an indi- 
vidual is worth anything that we can do to save 
his life. And incidentally, it is worth nothing that 
the science of healing has made its greatest ad- 
vance in Christian civilization, for the Christian 
religion holds to the infinite value of a human 
being as one of its primary beliefs. 


I trust that in one way or another, some of you 
at any rate, are familiar with the life story of 
Lillian Wald, that great genius of the Henry 
Street Settlement House, on east side New York. 
Out of her long years of experience and labor with 
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people, Miss Wald says: “The first essential to 
sound human relations is respect. No one who 
has that sense of respect will patronize or insult 
or feel alien to human beings.” 


It is not a matter of respect for a chosen few 
who may be congenial to us and to our little group. 
It is respect for human personality because of its 
capacities and possibilities which may never have 
had a chance to develop. They are there, but com- 
pletely hidden. And frequently part of your job 
will be to find some way in which those capacities 
can be realized, because for many people the body 
will never function adequately until the mind and 
personality do, until thwarted capacities are devel- 
oped. If the person senses, as he will very quick- 
ly, that you respect him for what he might be- 
come, it is amazing how far that goes to breaking 
the dam that has held and restrained the waters 
of the power of that personality. 


And may I add that you must never let the 
memory of your failures at this point over balance 
the successes you may have—for one success out- 
weighs any number of failures. 


Individualize People 


Then you must learn to individualize people. 
Now do not immediately begin to make the excuse 
in your mind that you are too busy to do that. If 
you are too busy to do that, you are too busy to 
be efficient. People are not just folk in a mass, 
they are individual, single personalities, just as 
you are—caring, sensitive, hoping, wanting secur- 
ity, afraid of the unknown (even though it may 
be familiar to you), loving and having dear ones, 
suffering and wanting a chance. And there in 
that body, are gathered up the hopes and fears 
and pains and suffering of everyone else as far as 
that individual person is concerned. Thus you 
must see him and understand him. 


You can never afford to “size up” a person casu- 
ally, and because of some mannerism or particular 
appearance dismiss him idly. You will often find 
(and let it be a consolation to some of us), that 
the ordinary looking package of human personal- 
ity is often a better package of understanding and 
thoughtfulness and worth while characteristics, 
than the package of humanity wrapped up in cello- 
phane, and tied with blue ribbon. It is the law 
of compensation! But always in dealing with 
people we must look for the quality of life that 
resides behind the external characteristics of the 
personality. 


It is worth remembering that if God Almighty 
can individualize people—all of us, we ourselves 
should not be above doing the same thing in our 
dealings with people. 
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Then I would say finally that you must master 
some of the sound techniques for dealing with and 
handling human nature in its endless variety. 


Merely because you receive a diploma, I hope 
that does not mark the end of your efforts io 
learn—particularly about people. You have not 
even scratched the surface of the available know!- 
edge, known and as yet unknown, about human 
nature and personality. 


To be fair to yourself and those in your care, 
you must know something about the intricate rela- 
tions of mind and body—something about the re- 
lation of mental and emotional sets to disease 
and the healing process. This tremendously im- 
portant field is just beginning to be opened. 


What attitude is necessary on your part toward 
a convalescent or toward a chronically handi- 
capped person? 


What can you do (and you can do a great deal 
more than your superiors sometimes give you 
credit for being able to do) to assist in a proper 
recovery after the person in your care has turned 
the bend in the road?. What can you do when a 
person feels that he will never undertake again 
any of life’s useful activities? What about the 
same type of person who is not sure that he will 
ever find a satisfactory life interest? Or the per- 
son who, if he is not properly directed, may be- 
come a chronic shirker from life’s responsibilities 
behind the screen of a past illness? 


Do you make the allowances that should be 
made for the past experience and history of your 
patient, for his temperament, and for his present 
capacity ? 


Understanding and respect for people, sympa- 
thetic imagination, (as Willa Cather describes it) 
the ability to think oneself inside another person’s 
skin, forgetfulness of self, these are all great aids 
at this strategic place of dealing with human 
nature. 


And you will need patience (the patience of 
God Himself), and He is far more patient with us 
all than we have any right to expect. And you 


- must have faith in people (once more, God’s faith 


in them), and He has a great deal of it to entrust 
His world into our hands. 


Master the techniques of handling human na- 
ture! 


It is a great profession into which you enter. 
There is no capacity or ability you have which 
will not be needed and which will not find its full- 
est scope. 


Some of you may not fulfill the great require- 
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ment which is necessary for measuring up to the 
situation into which you are entering. The great 
requirement in this or another profession is that 
you forget yourself in it. Some of you may not 
have enough courage for that. But others of you 
will forget yourselves, and you will not be handi- 
capped by wondering about the impression you 
are making or whether by any chance you are 


doing too much. You will forget yourselves in 
your interest in people and in what you can do. 


And at that point you will find yourselves pos- 
sessors of one of life’s great satisfactions—satis- 
faction in your work. 


It is just such people whose services are ever 
needed and demanded. 








Advisory Council on Medical Education 


The Advisory Council on Medical Education 
was created at a meeting held recently in Chicago 
ty eleven national organizations concerned with 
the training of physicians to meet the present 
day needs of medical care for the country. The 
need for some central representative agency has 
long been recognized as necessary to make medi- 
cal training more effective than it has been in 
its service to the public. 


Dr. Willard C. Rappleye, Dean of the Faculty 
of Medicine of Columbia University, who was 
elected president, stated that the purpose of the 
Advisory Council is to correlate the efforts of the 
universities, medical schools, hospitals, licensing 
bodies, public health associations and boards of 
specialists. 


“This organization brings together for the 
first time the various national bodies dealing 
with all phases of the training and licensing 
of physicians beginning with his preparatory 
college work and including medical education, 
hospital internship, residency, licensure and 
graduate training for specialization. Co- 
operation and coordination are to be substi- 
tuted for present overlapping and competing 
functions of existing agencies.” 


Among the important problems considered by 
the Advisory Council at its meeting were those 
of proper educational standards of the hospital 
internship, adequate training for the specialist, 
sound programs for the continued education of 
physicians in practice, modifications in college 
preparation for medical studies, the simplification 
of the procedure for licensure in the 48 separate 
states, and the status of training of graduates of 
foreign medical schools. Special committees of 
the Council were appointed to study these various 
questions. 

The officers of the Advisory Council on Medical 
Education are: 


President—Dr. Willard C. Rappleye, Dean of 
the Faculty of Medicine of Columbia Uni- 
versity 


Vice President—Dr. Maurice H. Rees, Dean of 
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the School of Medicine of the University of 
Colorado 

Secretary-Treasurer—Dr. Robin C. Buerki, 
Director of Study of the Commission on 
Graduate Medical Education 

The Executive Committee consists of the officers 

and the following: 

Dr. Anton J. Carlson, Professor of Physiology 
of the University of Chicago 

Dr. Harold Rypins, Secretary of the New York 
State Board of Medical Examiners 

Dr. Hugh J. Morgan, Professor of Medicine of 
Vanderbilt University 

Dr. Arthur W. Allen, Surgeon, Boston 


The organizations represented on the Advisory 
Council are: 


Number of 
Representatives 
Association of American Medical Colleges......... 3 
American Hospital Association..............e006- 3 
Catholic Hospital Association............ccceceee 1 
Federation of State Medical Boards of the United 
SERIO OF AUGER 6. occas vt on tcicedcvcssevedonwns 3 
Advisory Board for Medical Specialties........... 3 
National Board of Medical Examiners............ 1 
American College of Surgeons .............0006. 2 
American College of Physicians ..............06. 2 
Association of American Universities............. 2 
American Public Health Association.............. 1 
American Association for the Advancement of 
SCIMNOGN i 5. es is eeckde ceveCruderswesuayeuaves 1 
The new members will have the following mem- 
bership: 
American Protestant Hospital Association......... 1 
Association of American Colleges................. 2 


es 


Sister Makes Highest Average 

Louisiana Board of Nurse Examiners held State 
Board at Charity Hospital May 10, 11, 1939. 
Sister Mary Clarita Kelly, C.C.V.I., graduate of 
Schumpert School of Nursing, Shreveport, Louisi- 
ana, class of 1939, made highest average, 98.2. 
This school of nursing is affiliated with St. Vin- 
cent’s College, Shreveport, Louisiana, is conducted 
by Sisters of Charity of the Incarnate Word from 
Villa de Matel, Houston, Texas. This is the third 
year in, succession that a student from this school 
made the highest average in the State. 






























































































































































E HAVE read of, if not experienced, the 
WY sisstion of a large ocean liner in the 

midst of a terrific storm at sea. In such 
a crisis, when, the waves, like mighty mountains, 
dash against the ship and the winds play their 
melodies of destruction, it is vitally important that 
the builders have been conscientious and careful 
in constructing the giant of the sea. It is also 
important that the crew is well aware of its du- 
ties and know what is expected of each one in 
such a crisis, that the priceless human. cargo may 
be saved and the liner victoriously meet the dawn 
of a new day. 


In the last decade, the hospitals of the United 
States and Canada have experienced a similar 
storm on the ocean of depression. Again and 
again the mountain-like waves of depression have 
dashed against the hospitals and caused the great- 
est of concern and anxiety, while financial and 
political discouragements have brought many a 
hospital administrator and hospital board to the 
point of despair. The tax-supported hospital and 
the privately owned hospital, as well as the volun- 
tary hospital, have been tossed about like chips 
upon the stormy sea. 


Loss of Income 


The income of the tax-supported hospital has 
been. reduced because of the reduction in receipts 
of tax revenues, while at the same time they 
lacked bed capacity to care for all who were in 
need of hospitalization. The privately owned hos- 
pital in many localities suddenly experienced an 
influx of indigent patients with little or no reim- 
bursement from the community, which caused 
some to close and others to be brought danger- 
ously near the brink of discontinuing service. 
And yet, rough and stormy as the voyage has been 
for both the tax-supported and the privately 
owned hospital in these last years, it is our opin- 
ion that still more difficult has been the experi- 
ence of the voluntary hospital. 


The expenditures have gone on. The decrease 
in income has been staggering. The number of 
pay patients decreased tremendously because of 
loss of income from investments, loss of position, 
and untold difficulties. The taxation of wealth 
was in thousands of instances a death blow to 
the growth of endowments. The experiences of 
our colleges and universities have been the ex- 
periences of those hospitals which had endow- 
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ments. The rate of interest has been reduced to 
a point where the institution has found it most 
difficult to operate. The forty or more hospitals 
in. the United States, each blessed with a million 
or more in endowments and many who have had 
less, can tell an impressive story of their experi- 
ences. 


Another thing which has tested the metal of 
the voluntary hospital has been the peculiar policy 
of the Federal Government in that it has been 
willing to feed, clothe, and shelter indigent people 
as long as they have been well, but when illness 
has come over them and hospitalization in vol- 
untary hospitals has been a necessity, it seems 
the slogan has been “Let the hospital take care 
of them.” The same spirit exists today in many 
of our township and county boards. The best that 
can be said is that these boards often are most 
difficult to deal with. When the township or 
county ask recognized hospitals to supply hospi- 
tal care at the rate of $1.25 per day to $1.72 per 
day, when the actual cost is five dollars per day, 
proves that such communities and such officers 
are not conversant with hospital costs and are not 
aware of the great work the voluntary hospital 
is doing in the community. Oases in the desert 
have been those states and communities which 
have given financial assistance to the voluntary 
hospitals. 


The Old-Age Assistance Group 


Another field in which much difficulty is ex- 
perienced is in the old-age assistance group. In 
my own state of Minnesota the maximum allow- 
ance to those receiving old age assistance is $30.00 
per month. The average allowance, however, is 
not $30.00, but approximately $18.00 per month. 
Many of these people have arrived at an age 
when their health and physical condition is wan- 
ing and are in need of hospitalization. They ask 
for admittance. What shall the voluntary hos- 
pital do? Close its doors to these unfortunate 
ones? Very few, if any, would do that; rather 
they will bend their backs to raise funds or give 
free service. The Government is conscious of 
their attitude of the voluntary hospital and there- 
fore is not greatly concerned. 
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It appears to us that there is a strong tendency 
in various groups in the United States to push 
the voluntary hospital out and ‘permit the tax- 
supported hospital to enter in. This is clearly 
evidenced through the willingness of Government 
to grant subsidies to the tax-supported hospitals, 
excluding the voluntary hospitals and allowing 
only a fifteen per cent reduction for charitable 
purposes from taxable income. 


In the voluntary hospital, there are thousands 
of beds empty, not revenue producing. The Gov- 
ernment should make use of this bed capacity and 
subsidize the voluntary hospital instead of spend- 
ing hundreds of thousands of doliars for new 
hospital buildings. There is no question in our 
mind but that the Interdepartmental and Tech- 
nical Committee of the national government has 
stimulated the interest of America in the Federal 
plan and that large numbers are favorably dis- 
posed to this plan. 


Publicizing the Hospital 


With the voluntary hospital hard pressed finan- 
cially and otherwise, the question arises, what 
shall the solution be? Where is the remedy? We 
answer: The voluntary hospital must win the con- 
fidence and loyalty of the general public. This 
requires a most painstaking study and analysis 
of the situation. That goal can be attained in a 
number of ways which we shall emphasize. 


The care of the patient is the chief concern of 
the whole hospital set-up. In order to render the 
very best service, the personnel must consist of 
men and women who are efficient, conscientious, 
flawless in character, with a fine personality de- 
voted to the high ideals of the hospital. Dealing 
with the most costly material there is in the world, 
human life, it is essential to have doctors of un- 
tarnished character, who esteem high the profes- 
sion they have chosen and, under God, are willing 
at all times to do their work. It is essential to 
have a nursing and intern staff well trained, 
whose ideals are the highest and whose joy lies 
in ministering to the sick. These same high 
ideals and this same spirit of efficiency must dom- 
inate every department. The patient, as well as 
the community, must be made aware of, as Mr. 
Paul R. Zwilling, president elect of the Protes- 
tant Hospital Association, says in a recent ar- 
ticle, “That the patient requires some of the 
working day of approximately twenty-five indi- 
viduals,” or, in other words, “That the services 
in many of the voluntary hospitals today means 
that the average of two persons per patient is 
required to care for him properly and this at the 
low figure of six dollars per day for highly spe- 
cialized service.” 


Continuous education campaign must be car- 
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ried on among the people of the community, that 
they may understand the care given and the work 
done and thereby appreciate what it costs to take 
care of a patient. But let us emphasize emphat- 
ically that if we are to arouse the interest of the 
community, we must ourselves, as hospital admin- 
istrators, be intensely interested in our work and 
never lose an opportunity of telling the story of 
blessed service by the hospital. 


Oftentimes when people come to our office, we 
devote a few minutes to tell them of the hospital 
work, its bright as well as its dark side. We tell 
them of the cost for the month or the cost of some 
piece of equipment. Last week we purchased a 
piece of equipment for $32.77. To the average 
laymen, five dollars appeared to be a fair price. 
That morning three patients came into our office, 
asking for reductions or extension of payments 
on their bills. By explaining the cost of this piece 
of equipment, they left our office in a friendly 
way, fully resolved to pay their bills at once. * 


Maintaining Community Good Will 


We are of the opinion that it benefits the hos- 
pital little to complain or be dissatisfied to gain 
the ear of the general public, business men and 


men. in public office; a better way is to tell the . 


story of the service of the hospital and its needs. 
We believe that every hospital of fifty beds or 
more should publish a monthly bulletin, setting 
forth in an interesting way the activities of the 
hospital. There are many hospitals that follow 
this plan. A half-dozen such bulletins come to 
our desk every month. In this way, the hospital 
will ingratiate itself into the heart and mind of 
the community. 


A hospital of fifty beds or more should have a 
part-time or full-time social service staff. A 
trained social worker, with proper technique and 
endowed with a good measure of common sense, 
can be of invaluable service to the hospital by 
gaining the confidence and support of the area 
in which it serves and thereby strengthen its 
position. 


National Hospital Day is the handmaiden of 
the hospital. It gives every institution a glorious 
opportunity to publicize the importance of the 
hospital and the work done in the various de- 
partments. This day has become an established 
institution in many hospitals. Women’s Clubs, 
auxiliaries, and other organizations are happy to 
cooperate with the hospital administrator in re- 
ceiving visitors on that day. Every hospital 
should avail itself of such agencies. 


We must not forget the public press, that giant 
of news disseminators. Always interested in the 
progress of its public institutions, not least in 


23 


~~ Neateieetela cs seater ee taetor 


7 
| 
: 
4 
Fj 





the hospital health center, in the community, it 
welcomes human interest stories and facts which 
are of value to the people at large. The hospi- 
tals in the Twin Cities are treated royally by the 
various Twin City newspapers and the various 
radio stations, and the same thing is true of the 
press all over America. 


There are many other ways in which ope may 
popularize the work of the hospital. All of this 
popularizing to win the interest and confidence of 
the public must be done in a dignified way, befit- 
ting the cause it represents. In cities where there 
are two or more hospitals, the spirit of compe- 
tition, as to rates, should be eliminated and the 
spirit of cooperation enthroned. Cooperation is 
the only policy worthy of hospitals engaged in the 
work of alleviating suffering and saving life. 


Raising Funds for the Hospital 
Another phase that the voluntary hospital al- 
ways must deal with, if it is to exist and continue 
its service, is the raising of funds. Strenuous 
efforts must be put forth. 
There are many tried ways of fund raising 
suggested. We shall refer to two or three plans. 


The endowment plan by bequests: Greater ef- 
fort must be made by hospitals to convince those 


who have funds to bequeath all or a part of their © 


estate to the help of hospitals. This plan is com- 


mon in the eastern hospitals where some hospi- 
tals have the joy of having one, two, and three 


beds endowed per year. Others interested con- 
tribute the cost of the latest x-ray or deep therapy 
equipment. It is quite common to find bequests 
made of $10,000 or $15,000 and up to $25,000. 
There are many in other sections of the land who 
would be interested and make liberal contribu- 
tions if they were approached and the true facts 
presented. 


A second plan suggested is the Insurance Pro- 
tective Plan, where coverage to a certain amount 
is made on one or several individuals. In a dis- 
cussion the other day with a group of business- 
men, an insurance man was asked to calculate the 
cost of a one hundred thousand dollar insurance 
proposition, four policies to be issued, two of 
twenty thousand dollars each on two individuals 
forty-five years of age and two of thirty thousand 
dollars each on two individuals fifty-seven years 
of age. The reply was that the annual premium 
would amount to $4,892.50. Evidently many 
would be interested in this plan. 


Group Hospital Service 


However, the greatest and best plan is that of 
group hospitalization. We have had the oppor- 
tunity of seeing this plan developed in Minne- 
sota over a period of five years. Owned and con- 
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trolled by nineteen voluntary hospitals in the 
Twin Cities and two in Duluth, it now cares for 
from 600 to 700 patients daily in the above men- 
tioned hospitals. The families benefited in 1938 
had bills paid for more hospital care than in. al! 
the previous years together; 73,800 subscribers’ 
days paid for practically in full, 63,605 days paid 
for by half, or a total of 137,404 as compared to 
5,418 patients days in 1934, or 25 times the hos- 
pitalization provided the first year. More than 
20,000 patients in the Twin Citiy and Duluth 
area were admitted as patients to these twenty- 
one hospitals in 1938 with their bill paid in full 
or in part to the amount of $585,338.00 by the 
Minnesota Hospital Service Association. 


It cannot be denied that an agency which brings 
the health-building facilities of the modern hos- 
pital for the small fee of nine to twelve dollars 
per year to twenty thousand people in a year has 
been of invaluable blessings to the hospital and 
the community as well. 


No hospital which desires to continue as a vol- 
untary hospital can meet the stringent require- 
ments today without this source of income. The 
vast number of hospitals in America with nearly 
a million beds are non-profit hospitals. 


That the importance and probable financial so- 
lution. to the existence of voluntary hospitals is 
found to a great extent in group hospitalization 
is evidenced by the interest and wholehearted 
support of the rank and file, of business and in- 
dustry, as well as by the American Protestant, 
and Catholic Hospital Associations, the Ameri- 
can Medical Association, and the American Col- 
lege of Surgeons. 


While the voluntary hospital, these past years, 
has gone through a baptism of fire, and while the 
need of support is great, and little or no subsidiz- 
ing income is realized, the horizon is clearing and 
we venture the prophetic declaration: The volun- 
tary hospital will remain. With the needed equip- 
ment, a splendid and faithful personnel, and an 
awakened, interested and loyal constituency back 
of the hospital, it cannot fail. It is unthinkable 
that the large number of hospitals erected by the 
Christian church, constrained so to do by the love 
of Christ and suffering humanity, can be swept 
away or taken out of the hands of the greatest 
body on earth by swinging a wand, whether in 
the state legislature of our land, or in the con- 
gress of the United States at the National Capitol. 


The voluntary hospital rests not on the emo- 
tions of men, but upon the foundation of God’s 
word. Neither the church nor any other philan- 
thropic organization will agree to close this great 
branch of blessed service to sick and dying hu- 
manity. The voluntary hospital will live. 
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“Something that one takes an extrava- 

gant interest in.” When they say, “an 
extravagant interest” I am sure they do not limit 
the extravagance to a monetary sense entirely 
a'though some hobbies do run into expensive 
propositions. A common love for hobbies does 
a great deal to promote acquaintances and cement 
tue friendships which are such an important part 
of our everyday life. 


4 RECENT dictionary describes a hobby as, 


Disagreeing with the dictionary explanation in 
its strictest sense I have come to regard hobbies 
as valuable means of escape from some of the 
trials and tribulations with which we are con- 
fronted in our routine daily lives. A sort of a 
side interest that takes our minds from the orbit 
of worry and transplants them into a world of 
make believe. Almost all of the greatest people 
have made a hobby of one thing or another. I 
would like to stress here that having a hobby is 
more often a characteristic of a truly great mind 
rather than that of an eccentric mind. 


As an example of the use of a hobby as a form 
of relaxation I could cite many hundreds of stamp 
collectors. Among the most prominent philatel- 
ists you will find the names of President Roose- 
velt, Herbert Hoover, Secretary Ickes and many 
others. 


Candid Camera Pictures 


Of recent years candid camera pictures combined 
with other amateur photography have had a 
prominent place in the hobby interests of a large 
per cent of our population. That they like their 
hobby is proven by the excellence of some of the 
work being done. Recently, one of the better 
known commercial photographers in our city told 
me that the men in his field have had to look to 
their laurels to retain the standard of perfection 
which they have promoted throughout the recent 
years because of the influx of so many candid 
camera hobbyists. He added an interesting point 
when he said that he considered this a boon to 
the business because of increased interest in this 
phase of art, for it definitely comes within the 
scope of art. He cited increased commercial pic- 
ture assignments and illustrated his point by aver- 
ring that the increased value of the pictured mes- 
sage is obvious, as witness the trend toward pic- 
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ture magazines that the last year or two have 
made evident. 
Bridge 

It has been written that even in the stone age 
a form of a bridge game was in evidence. It is 
only natural that this international card game 
should be accepted quite generally as a form of 
relaxation, and consequently becomes a hobby 
with some of those that favor it. The adherents 
of the various systems of play have always made 
their views known. This results in much good 
natured rivalry widening the scope of interest. 
Referring again to the presence of some form of 
bridge in the stone age I imagine that there are 
some that would favor return of these cumber- 
some cards as they would so effectively present 
an argument against the trumping of a partner’s 
ace. Frankly I have thought of this many times 
myself. 


An early riser on almost any Sunday morning 
during months from early spring until late fall 
will see conclusive evidence of the acceptability 
of golf as a hobby. The good that this much 
played game does for the minds and bodies of 
its devotees has made a deep impression on the 
families of the world. There may be a few in- 
stances where this effect has been detrimental but 
I am sure that the good far overshadows it. If 
there is any doubt about the seriousness of the 
acceptance of golf as a hobby let the Doubting 
Thomases merely stray into any club, or for that 
matter any social group and he will be convinced. 
Oh, yes, golf is definitely a serious hobby. 


Gardening 


Rock gardens, which have become a nation- 
wide hobby, are a natural development of our 
childhood interest of digging in the sand and 
building castles of pebbles and shells. But seri- 
ously, the planting of gardens, from the large 
trackages surrounding homes in the more spa- 
cious mid-western towns and small cities to the 
cramped window boxes that adorn fire escapes 
and lofty window sills in the dark streets of New 
York’s lower East Side, has long been the hobby 
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of a great share of our populace. The desire to 
grow things has served as a constant spur to 
floral minded hobbyists. The extremely fine’ ad- 
vantage is multifold. Not only does this serve 
as a form of recreation and relaxation for troubled 
minds but there is a great satisfaction in seeing 
the fruits of your labors materialize practically 
before your eyes. The sheer beauty of a well kept 
garden, whether it be of vegetables or flowers 
enhances the livability of any home. 


Dogs 


Because some dog follows someone home, or 
comes to the door with its friendly bark, a hobby 
may be born. From this humble beginning, un- 
desirable at times especially when muddy paws 
undo the work of cleaning a kitchen or hallway 
floor, some of the strongest adherents to dog 
fancying have been created. From the most 
lowly lop-eared litter to the perfectly formed and 
marked strain of the different high pedigreed 
breeds the same love for these four-footed friends 
predominates. The same motive for their par- 
ticular hobby adds to the hundreds of followers. 
You will find that the pride for “their dog” swells 
in the breast of the owner and breeder of 
majestic Great Danes and the lazy ’possum hunt- 
ing negro of our South. They are both “dog 
hobbyists.” 


There are those who like musical instruments 
and collect them as hobbies; guns have their al- 
lure for many; some ladies collect hats, shoes, or 
handkerchiefs. Each one is a hobbyist and each 
one deserves the same attitude of tolerance that 
we wish shown our particular forte. 


For myself there is nothing that will make the 
blood rush through my veins in an unrestrained 
happy flow like fishing. It may be the allure of 
a rambling, wood lined trout stream or one of 
the most promising northern pike or muskalunge 
lakes in the northern part of our marvelous va- 
cation land which attracts, but there is nothing 
like the thrill of taking a large pike from the hook 
after a lively battle. 


Civic Improvement 


You may have wondered many times, “How 
does Pete Smith or Bill Jones get named to so 
many civic campaigns?” It may be a Clean Up 
movement, or a Build Our Town Campaign. You 
will always find Pete Smith or Bill Jones named 
on one or the other committees. Maybe I can an- 
swer when I say the Peter Smiths or Bill Joneses 
have as their hobby Civic Improvement. That is 
the thing that interests them and gives them re- 
laxation from the cares of their special businesses. 
And when you wonder about them and their com- 
mittee activities it may be a desire to. become a 
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part of just such activities that demands free- 
dom. In other words you may be a potential Civic 
Improvement hobbyist. Why not give vent to it? 


The Lone Craftsman 


There perhaps has been running through the 
minds of many this question, “What has all this 
hobby talk to do with the organization she repre- 
sents?” It is a logical question and I will answer 
that now. There are many people in this busy 
world of ours that indulge in the unusual activity 
of trying to help someone else. They become the 
most rabid adherents to their hobby of any that 
I have mentioned. For, displacing the erroneous 
opinion that hobbies are somewhat limited to 
men, this field is growing remarkably as a 
woman’s endeavor particularly. Perhaps originat- 
ing with the desire to collect articles along a more 
serious line such as antiques and examples of 
craftsmenship the hobby has expanded to include 
some of the works of art of our Lone Craftsmen. 
As an explanation Lone Craftsmen are home- 
bound handicapped people in our state who have 
been taught to produce the beautiful works of art 
such as I exhibit while definitely “shut-in” cases 
with no other contact with the world. A tech- 
nicolor film, made recently, would be more explan- 
atory than I could be with the use of a thousand 
words. A layman interest in these beautiful works 
of art, plus the added incentive that the pur- 
chases aid the crippled people have awakened 
many hundreds of people to the fact that the help 
of these people constitutes a commendable hobby. 
This hobby interest has helped start a previously 
unthought of field of work that has its main basis 
the bringing of help to a group of people who 
were never a part of the world before, or for a 
considerable length of time at least. These un- 
derprivileged people form a group over 600 strong 
in my state of Minnesota, that are having their 
chance at life brought to them. 


Conclusion 


I turned on my radio one evening recently, 
and dialed in a program called “Hobby Lobby.” 
It dealt with the unusual hobbies of those in- 
terviewed and the ingenuity of some of the inter- 
viewees in attempting to relieve the tension of 
there workaday world proved that “There is 
something new under the sun.” And I am 
happy that hobbyists are proving the falseness 
of the old adage. We can not all indulge in 
expensive hobbies but there is no one among us 
who is unable to take an interest in the hobby 
of helping someone else. Naturally money is nec- 
essary to conduct our work but there are many 
activities in this field that can be carried on with 
only a little energy and the desire to help. “Help- 
ing the handicapped to help themselves” is one of 
them. 
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A Superintendent's View of Occupational 
Therapy 


LUCIUS R. WILSON, M.D. 


pational therapy has developed as a profession, 

and it experienced its growing pains during 
and following the World War when the program 
of rehabilitation was most acute.. The develop- 
ment of occupational therapy was one of neces- 
sity and not the outgrowth of some experiment, 
and it is not to be considered merely one of the 
frills or luxuries of medical care. The medical 
profession practically demanded that the pioneers 
in this field develop their work rapidly to meet 
the needs of caring for handicapped soldiers. It 
is true that occupational therapy was in existence 
before the war, but its growth was slow until it 
received the impetus of meeting the demands of 
rehabilitating thousands of disabled soldiers in 
addition to the cther types of patients already 
enjoying the benefits of this adjunct to medical 
care. 


’ HAS been within our generation that occu- 


Craft Shops 


My first impression of occupational therapy 
was formed many years ago from a hospital work 
shop financed by a group of wealthy women. This 
shop was under the direction of a trained occu- 
pational therapist but her efforts seemed to be 
devoted to having her patients, who were a hetero- 
geneous group of chronics, make baskets, rugs, 
toys and other items usually created in such a 
shop. So far as I know, there was no correlation 
between the patients’ infirmities and the nature 
of their work. The physicians rarely prescribed 
the kind of exercises required to aid in the res- 
toration of the lost use of certain muscles or re- 
storing the proper mental perspective. As a mat- 
ter of fact, they were indifferent to the project 
and looked upon the shop as something to be tol- 
erated because of the social standing of its spon- 
sors. The main idea of this workshop seemed to 
be to create articles of public appeal which the 
sponsors could display and sell. The funds thus 
obtained were used partly for maintenance of the 
shop and partly to help the patients to eke out a 
livelihood. 


This work shop, while going under the name 
of occupational therapy, of course, was not occu- 
pational therapy. However, it has developed in 
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the past two decades to a point where it is not 
only a most commendable occupational therapy 
department but maintains one of the best schools 
in the country for training occupational thera- 
pists. 


I have mentioned this work shop for two rea- 
sons; to show how occupational therapy has de- 
veloped in the past two decades, and to make a 
distinction between occupational therapy depart- 
ments and craft shops. I do not mean to imply 
that there is no place for the craft shops, for such 
is not the case. They are badly needed through- 
out the country to provide occupation and means 
of livelihood for many handicapped individuals. 
Hospitals, however, do not need them as part of 
their organizations, except in rare instances. In 
all events they should not be considered as occu- 
pational therapy work rooms. I wonder if, even 
today, we do not have many such craft shops styl- 
ing themselves occupational therapy departments, 
and if perhaps some hospital administrators are 
not parties to such arrangements because the dis- 
play of manufactured articles has publicity value, 
even though devoid of any real therapeutic value. 


Diversional Therapy 


We have another type of misnomer in connec- 
tion with occupational therapy. Many places mis- 
take diversional therapy for occupational therapy. 
There is no doubt that a very great need exists 
in hospitals for diversional therapy, but it does 
not come within the definition of occupational 
therapy as given by the Boston School of Occu- 
pational Therapy, which is: 


“Occupational therapy aims to furnish a 
scheme of scientifically arranged activities 
which will give to any set of muscles or re- 
lated parts of the body, in cases of disease or 
injury, just the degree of movement and ex- 
ercise that may be directed by a competent 
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physician or surgeon. Stimulating heart ac- 
tion, respiration and blood circulation accu- 
rately as prescribed, and at the same time 
yielding some of the joy and satisfaction that 
wisely selected wholesome occupation pro- 
vides in normal life. It, thus takes its place 
with nursing, medicine and surgery, as one 
of the important departments of the medical 
arts.” 


Obviously, diversional therapy does not fit into 
that definition. Yet I wonder if it should not be 
a part of occupational therapy or if not, should 
it not at least be given by other hospital person- 
nel such as nurses who have been trained by an 
occupational therapist and the work supervised 
by her whenever possible. Nurses today feel, and 
quite properly so, that they should be responsible 
for some of the recreational activities of their 
patients, especially in hospitals which do not have 
an occupational therapist or during the hours 
when her services are not available. For this 
reason, a.school of nursing associated with a hos- 
pital having an active occupational therapy de- 
partment is fortunate in that the occupational 
therapist can give courses in that field to the 
student nurses. The knowledge obtained from 
their class room work will be of immense value 
in providing recreation. and diversion for their 
patients, but under no circumstances should the 
nurse confuse recreational activities with occupa- 
tional therapy. 


Need for a Better Understanding of 
Occupational Therapy 


“Salesmanship” of occupational therapy serv- 
ices is often overlooked and it is most impor- 
tant. It is a young profession with much to offer, 
yet many within the hospital know little of what 
it accomplishes. There are many medical men 
today who do not realize how much coordination 
can be restored to a damaged group of muscles 
by proper application of occupational therapy, 
how it can help the mental patient obtain normal 
function of mind and body, how it can aid the 
tuberculous patient by creating a new interest and 
thereby remove some of his worry which is so 
detrimental to the restoration of health, and how 
it can assist in various ways many other types of 
patients to regain their health. For this reason 
opportunities should be made to inform medical 
people of the value of the work. 


One should never lose an opportunity to explain 
occupational therapy to groups of lay individuals. 
Cooperation should be given schools of nursing in 
teaching student nurses the value of occupational 
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therapy. Medical students should be given an 
understanding of the science of the work. They 
will be the physicians of tomorrow and if they 
have a full knowledge of the benefits to be ob- 
tained from this work, the field will broaden rap- 
idly. Neither would it be amiss to see that the 
hospital superintendent is properly informed 
about the department activities, aims and accom- 
plishments, as very few of them are fully in- 
formed on occupational therapy. 


A hospital superintendent cannot look at any 
department in the hospital without having at least 
two points of view—accomplishments and cos's. 
I have seen results from occupational therapy 
work that were most remarkable, many that were 
very beneficial, and some that were of little value. 
Every worker in the profession has seen the same 
but at closer range and in greater magnitude. 
While one hesitates to measure in dollars and 
cents any benefit the ill and handicapped obtain 
from therapeutic measures, the superintendent of 
the hospital cannot entirely ignore the financial 
aspect of any activity which is a part of the hos- 
pital program. Fortunately, he can view occu- 
pational therapy as a credit rather than a liabil- 
ity. While revenue from this department may 
not meet its expenses, unquestionably it is an 
economic gain to restore a sick or crippled indi- 
vidual to society as a useful and self-supporting 
member. If the nature of the patient’s infirmi- 
ties is such that he would require prolonged hos- 
pital care and, through the work of the occupa- 
tional therapy department, his rehabilitation is 
accomplished with a shorter period of hospital 
care than would otherwise be required, the depart- 
ment should be credited with the saving thus ac- 
complished. Each day a patient remains in a 
hospital costs that hospital several dollars and, 
unless the patient belongs to that very small group 
who pay in full for hospital care, the hospital 
loses from a small portion to one hundred per 
cent of that cost, depending on whether the pa- 
tient is a charity, semi-private, or private patient. 
Consequently, each hospital superintendent is 
anxious to restore health as rapidly as possible in 
order to benefit both the patient and the hospital. 


It is gratifying to know that the profession is 
developing rapidly in Texas and I believe that 
both the Occupational Therapy Association and 
the Texas Hospital Association wil] profit from 
our joint meeting. Most certainly we, as hospital 
superintendents, have much to learn concerning 
the advantages and the scope of occupational ther- 
apy in hospital service, and joint meetings of the 
two Associations present ideal opportunities for 
discussion and solution of our mutual problems. 
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International Hospital Association 
Sixth Biennial Congress 


MALCOLM T. MacEACHERN, M.D., C.M., D.Sc. 
President, International Hospital Association 


Congress of the International Hospital As- 

sociation, to be held in Toronto, September 
19-28, are virtually complete. The main addresses 
at the plenary sessions of the Congress will be 
delivered by speakers from seventeen countries, 
and will be simultaneously presented in English, 
French, German, Italian and Spanish by means 
of the Filene-Finley Telephone Translator System. 
This device, used for the first time by this or- 
ganization, will enable the representatives of the 
thirty-four countries of the world who are ex- 
pected to attend to listen to the lectures in the lan- 
guage of their preference. 


P cons for the program of the Sixth Biennial 
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At the first plenary session of the Congress, 
Doctor MacEachern will deliver his presidential 
address on “World Unity in Relief of Suffering.” 
Preceding his address a Pageant of Nations, por- 
traying the care of the patient in the hospitals 
of the world, will be sponsored by the nurses of 
Canada through the Fifth District of Nurses for 
the Province of Ontario, and official greetings 
will be extended by Mayor Ralph C. Day of 
Toronto, G. Harvey Agnew, M.D., president of the 
American Hospital Association, and George F. 
Stephens, M.D., president of the Canadian Hos- 
pital Council. Responses will be made by Doctor 
René Sand, secretary-general, Ministry of Health, 
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Brussels, Belgium, and W. McAdams Eccles of 
London, chairman of the United Kingdom Coun- 
cil of the International Hospital Association. A 
formal reception for delegates to the Congress 
and guests will follow this session. 


The three remaining plenary sessions of the 
Congress will each be devoted to one of the follow- 
ing subjects: “World-Wide Advances in Hospital 
Construction,” “Hospital Organization and Man- 
agement,” and “The Place of the Hospital in the 
Community.” 


Of the eight speakers at each of the first two 
meetings, all will be from different countries, and 
only two of the speakers at the third meeting 
will represent the same nation. 


Conferences and joint conferences of the thirty- 
nine study committees of the International Hos- 
pital Association will be held throughout the five 
days of the Congress, for the most part in the 
afternoon. The reports of these committees, 
which function the year around in the study of 
hospital problems, will be presented and dis- 
cussed. 


At a luncheon meeting under the auspices of 
the American College of Hospital Administrators, 
brief addresses on the educational aspect of hos- 
pital administration will be presented and round 
table discussion will follow. There will also be a 
dinner for the delegates under the auspices of the 


Toronto Committee on Local Arrangements, with 
short talks, a showing of motion pictures on. hos- 
pital care, and entertainment. 


Observation and study tours of hospitals and 
other institutions in and around Toronto have 
been planned. 


A Health Conservation Meeting, open to the To- 
ronto public, will be held as part of the Congress, 
with addresses by speakers from abroad, from the 
United States, and from Canada. 


The headquarters of the Congress will be at 
Royal York Hotel, where an extensive educational 
exhibit will be shown. Registration will be held 
at the hotel in the foyer on the convention floor 
from 8:00 to 10:00 o’clock Tuesday morning, Sep- 
tember 19. A registration fee of $5.00 for members 
of the International Hospital Association and $7.50 
for non-members will be charged. Each of these 
registrations will include a complete volume of 
Study Committee reports in the language desired; 
admission to the Pageant of Nations, tickets for 
receptions and dinner; admission to all plenary 
sessions; reserved seats at the Health Conserva- 
tion Meeting, and transportation for receptions 
and tours to hospitals in Toronto. 


Advance registration may be made by sending 
fee to Carl I. Flath, Secretary-Treasurer, Toronto 
Committee on Local Arrangements, care of the 
Wellesley Hospital, Toronto. 


Program 


Tuesday, September 19 


8:00-10:00 A. M. 
REGISTRATION 


10:00-12:00 A. M. 


BUSINESS SESSION OF EACH STUDY 
COMMITTEE 
CONCERT HALL AND CRYSTAL BALLROOM 


AGENDA— 


1 General report of work of Committee since 
last Congress 


Recommendations arising out of report, for 
submission to Fifth Plenary Session of Con- 
gress 


Planning of work for Seventh International 
Hospital Congress, Berlin, 1941 


Suggestions for improvement of work of 
Committee 


2:00-4:30 P. M. 


JOINT CONFERENCE OF ALL STUDY 
COMMITTEES 
CRYSTAL BALLROOM, CONVENTION FLOOR 


Presiding: Dr. Ralf Zeitler, Berlin; Vizeprasi- 
dent des Deutschen Gemeindetags; President- 
Elect, International Hospital Association 


AGENDA— 


1 Presentation of report of former Study Com- 
mittee XL, now the Special Council for Study 
Committees—Planning of Studies and Criti- 
cal Assessment of Results—by Dr. A. F. 
Cooney, Dublin; Secretary, Irish Hospitals’ 
Commission; Chairman, Special Council for 
Study Committees 


2 Round table discussion, conducted by Dr. 
Cooney 


3 Recommendations for submission to Fifth 
Plenary Session of Congress 
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4:30-6:00 P. M. 


RECEPTION 
Captain J. W. Flanagan, Bayview 


8:00-10:00 P. M. 


FIRST PLENARY SESSION 
CONCERT HALL, CONVENTION FLOOR 


Presiding: Dr. Malcolm T. MacEachern, Chicago; 
President, International Hospital Association 


FORMAL OPENING OF SIXTH BIENNIAL CONGRESS, 
INTERNATIONAL HOSPITAL ASSOCIATION 


PAGEANT OF NATIONS, PORTRAYING THE CARE OF 
THE PATIENT 


INTRODUCTION OF OFFICERS AND DISTINGUISHED 
GUESTS 


OFFICIAL WELCOME 
*The Right Honorable W. L. MacKenzie King, Prime 
Minister of Canada 
*Hon. Frank Matthews, Lieutenant-Governor, Prov- 
ince of Ontario 
His Worship, Ralph C. Day, Mayor of Toronto 
Dr. G. Harvey Agnew, Toronto; President of the 
American Hospital Association 
Dr. George F. Stephens, Winnipeg; President of the 
Canadian Hospital Council 


RESPONSE 
Dr. René Sand, Brusells; Secretary-General, Ministry 
of Health, Belgium 
Mr. W. McAdam Eccles, M.S., F.R.C.S., London 


ADDRESS: WORLD UNITY IN RELIEF OF SUFFERING 
Dr. Malcolm T. MacEachern, Chicago; President, 
International Hospital Association 


_10:00-11:00 P. M. 


FORMAL RECEPTION FOR DELEGATES 
AND GUESTS 


Wednesday, September 20 
9:00-12:00 A. M. 
SECOND PLENARY SESSION 
CRYSTAL BALLROOM, CONVENTION FLOOR 


Presiding: Dr. Malcolm T. MacEachern, Chicago 
General Subject 


WORLD-WIDE ADVANCES IN HOSPITAL 
CONSTRUCTION 


Points of View in the Planning of Large Hos- 
pitals, the Use of Material, and the Technical 
Installation 

C. E. Elcock, F.R.I.B.A., London 
The Hospital as a Masterpiece of the Architect 
Monsieur Jean Walter, Paris 


Construction of Hospitals for the Forces 
Oberregierungsrat Klaje, Berlin 


*Awaiting confirmation 
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The Importance of the One-bed Ward System in 
the Architectural Development of the Nursing 
Unit and Complementary Rooms 

Dr. Ing. Comm. Gaspare Lenzi, Rome 


Internal Dimensions of the Hospital—Some Im- 
portant Measurements 
G. Birch-Lindgren, Stockholm 
The Special Requirements of Hospital Construc- 
tion in the Tropics 
Carlos A. Surraco, Montevideo 
The Influence of Climatic Conditions on Hospital 
Construction 
A. G. Stephenson, Melbourne 
A World-wide Commentary on Hospital Construc- 
tion 
Edward F. Stevens, F.A.I.A., Boston 
2:00-4:00 P. M. 


PRESENTATION AND DISCUSSION OF 
REPORTS INTERNATIONAL STUDY 
COMMITTEES 
PRIVATE DINING ROOMS 1 TO 10, MAIN MEZZANINE 
FLOOR 





Study Committee I—Construction 


Chairman: Herman Distel, Hamburg 
Subject of Report: Rehabilitation of Antiquated 
Hospitals 


Study Committee XXI—Functional Conditions of 
Hospital Architecture : 


Chairman: Dr. Hans Frey, Bern 
Subject of Report: The Reception and Distribution of 


Clients 


Study Committee X—The Hospital and the Com- 


munity 
Chairman: Homer E. Wickenden, New York City 
Subject of Report: Methods and Possibilities of 
Financing Hospital Work 


Study Committee XV—Press and Publicity 


Chairman: Dr. A. Barthelme, Strasbourg 
Subject of Report: Hospital Propaganda for the 
Patient 


Study Committee V—Legislation and Legal Ques- 


tions 
Chairman: Dr. J. Oster, Strasbourg 
Subject of Report: Main Requirements for a Code of 
Hospital Law 


Study Committee IX—Statistics and Nomencla- 


ture 
Chairman: Dr. Ralf Zeitler, Berlin 
Subjects of Reports: An Internationally Applicable 
Scheme for Drawing up Annual Hospital Reports. 
A Hospital Vocabulary of 1000 Words in English, 
French, German, Italian and Spanish 


Study Committee XX XI—Cancerology 
Chairman: Prof. Dr. A. H. Roffo, Buenos Aires 
Subject of Report: Uniform and Systematic Plans 
for Getting in Touch with and Treating Cancer 
Cases Through Early Diagnosis of the Disease 
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Study Committee XXX—Venereology 
Chairman: Mrs. Neville Rolfe, 0.B.E., London 
Subject of Report: The Hospital and the Venereal 
Disease Patient; The Edinburgh Venereal Disease 
Scheme in Action 


Study Committee XXXIV—The Hospital and 
Tuberculosis 
Chairman: Prof. Jaroslav Jedlicka, Prague 
Subject of Report: The Hospital in the Fight Against 
Tuberculosis 
Study Committee XIII—Hygiene, Climatology 
and the Destruction of Harmful Organisms 
Chairman: Prof. Dr. Cramarossa, Rome 


Subject of Report: The Fundamentals of Hospital 
Hygiene 


4:30-6:00 P. M. 


RECEPTION, LIEUT.-GOVERNOR, 
PROVINCE OF ONTARIO 
PARLIAMENT BUILDINGS, QUEEN’S PARK 


Thursday, September 21 
9:00-12:00 A. M. 


THIRD PLENARY SESSION 
CRYSTAL BALLROOM, CONVENTION FLOOR 


Presiding: Prof. Dott. F. Pulcher, Genova-Quarto, 
Italy ; Direttore Sanitario Generale degli Spedali 
Civili di Genova, Istituto Giannina Gaslini 


General Subject 


THE PLACE OF THE HOSPITAL IN THE COMMUNITY 
What Rational Care of the People’s Health De- 
mands of the Hospital 


Dr. Innes H. Pearse, London 


A World Survey of Church Hospitals 
Dr. Newton E. Davis, Columbus, Ohio 


The Hospital and Insurance for Health 
Amtsleiter H. Althaus, Berlin 


The Hospital, Publicity and the Press 


Prof. Nicola Sforza, Rome 


Social Service Care of the Patient Before, During, 
and After Hospital Care 
Dr. Ripkova, Zlin 
The Hospital in the Fight Against Cancer 
Prof. A. H. Roffo, Buenos Aires 
Norms in the Organization of Hospitals for the 
Mentally Il 
Dr. Baltazar Caravedo, Lima 


Planning for the Chronic Patient 
Dr. E. M. Bluestone, New York 


2:00-4:00 P. M. 


PRESENTATION AND DISCUSSION OF 
REPORTS INTERNATIONAL STUDY 
COMMITTEES 
PRIVATE DINING ROOMS 1 TO 10 AND LIBRARY, 
MAIN MEZZANINE FLOOR 


Study Committee XXII—Equipment and Fur. 
nishings for the Care of the Patient 
Chairman: Dr. Malcolm T. MacEachern, Chicago 
” Subject of Report: The Ideal Contents and Arranye. 
ment of the Sickroom 


Study Committee II—Sanitary Technique and 
the Economics of Power Production and Supply 
Chairman: Dr. Ing. habil. Adolf Heilmann, Berlin 
Subject of Report: Heating the Hospital by Radiator, 
Panel, or Floor 


Study Committee XXXVII—Kitchen, Laundry, 


Stores 
Chairman: Miss Marion ffoulkes-Pritchard, Boksburg 
Subject of Report: Electrical Equipment in Kitchen, 
Laundry, and Stores 


Study Committee XX—General Organization of 
Diagnostic and Preventive Institutions Con- 
nected with Hospitals 

Chairman: Dr. Pierre Depage, Brussels 

Subject of Report: General Organization of Diag- 
nostic and Preventive Institutions Connected with 
Hospitals 


Study Committee XI—Air Raid Precautions 
Chairman: Oberst Dr. J. Thomann, Bern 
Subject of Report: Practical Training in Air Raid 
Precautions 


Study Committee XXX VI—Transport of Patients 
Chairman: Sydney Lamb, M.B.E., Liverpool 
Subject of Report: Transport of Patients 


Study Committee XXIV—Internal Medicine 


Chairman: Dr. Paul Ghalioungi, Heliopolis 
Subject of Report: The Place and Importance of In- 
ternal Medicine in the Work of the Hospital 


Study Committee XXIX—Pediatrics 
Chairman: Prof. Dr. Wladislaw Szenajch, Warsaw 
Subject of Report: Social Service in the Children’s 
Hospital 


Study Committee X VI—Nursing 
Chairman: Dr. P. H. van Roojen, Gravenhage 
Subject of Report: Nursing Staff of the Hospital 


Study Committee XVII—Spiritual Care of the 
Sick 
Chairman: Pralat Dr. Kreutz, Freiburg 
Subject of Report: Spiritual Care of the Sick and the 
Administration of the Hospital 


Study Committee XXX VIII—Preventive Possibil- 
ities of the Hospital 
Chairmanship: New Zealand 
Subject of Report: The Duty of the Hospital in Pre- 
venting Disease 


4:30-6:00 P. M. 


OBSERVATIONS AND STUDY TOURS OF 
HOSPITALS 
INTERESTING AND INSTRUCTIVE VISITS TO VARIOUS 
INSTITUTIONS AROUND TORONTO 
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7:00-10:00 P. M. 


FELLOWSHIP DINNER FOR DELEGATES 
UNDER AUSPICES OF TORONTO 
COMMITTEE ON ARRANGEMENTS 
CRYSTAL BALLROOM, CONVENTION FLOOR 


Toastmaster: Dr. William S. Caldwell, Toronto 
INTRODUCTION OF GUESTS 


GREETINGS 
Dr. Fred W. Routley, Toronto 


BRIEF ADDRESSES 


MOTION PICTURES: 

Good Hospital Care (Sound) 

Produced by Dr. Malcolm T. MacEachern, Chicago 
Behind the Scenes 

Produced by George U. Wood, Oakland 
Travelogue: A Trip Through Canada 

Produced by Publicity Department of the 

Canadian Government 


ENTERTAINMENT 


Friday, September 22 
9:00-12:00 A. M. 

FOURTH PLENARY SESSION 
CRYSTAL BALLROOM, CONVENTION FLOOR 
Presiding: W. McAdam Eccles, M.S.,F.R.C.S., 
London; Consulting Surgeon, St. Bartholo- 
mew’s Hospital; Chairman, United Kingdom 

Council, International Hospital Association 


General Subject 
HOSPITAL ORGANIZATION AND MANAGEMENT 


The Training of the Hospital Administrator 
Dr. G. Harvey Agnew, Toronto 


Plan of Organization and Distribution of Au- 


thority 
Capt. J. E. Stone, Birmingham, England 


*The Nurse’s Part in Hospital Administration 
and Management 
Miss Bergljot Larsson, Oslo 


Hospital Administration and Management as 
Part of a Planned National Economy 
J. Myburgh, Boksburg 


Organization and Management of the Food Serv- 
ice in the Hospital 
Dr. Kate Daum, Iowa City 


Governmental Control Through Laws and Reg- 
ulations of the Hospital and Its Work 


Dr. Konrad Orzechowski, Warsaw 


The Hospital Viewed as a Business Enterprise 
Finanzinspektor Bruggmann, Zurich 


Annual Reports 
Dr. A. Barthelme, Strasbourg 





*This presentation may be made by a substitute 
speaker. 
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12:30-2:00 P. M. 


LUNCHEON FOR DELEGATES UNDER 
AUSPICES OF AMERICAN COLLEGE 
OF HOSPITAL ADMINISTRATORS 
DINING ROOM NO. 9 

Presiding: Dr. Robin C. Buerki, Chicago 
Brief Addresses on the Educational Aspect of 
Hospital Administration by the Following 
Speakers: 
Dr. G. Harvey Agnew, Toronto 
Dr. A. C. Bachmeyer, Chicago 
Dr. Malcolm T. MacEachern, Chicago 
Ada Belle McCleery, Evanston 
Capt. J. E. Stone, Birmingham 
General Discussion 
2:00-4:00 P. M. 


PRESENTATION AND DISCUSSION OF 
REPORTS INTERNATIONAL STUDY 
COMMITTEES 
PRIVATE DINING ROOMS 1 TO 10 MAIN MEZZANINE 
FLOOR 


Study Committee III—Administration and Man- 


agement 
Chairman: Capt. J. E. Stone, Birmingham 
Subject of Report: The Systematic Organization of 
Hospital Activities with a View to Increasing In- 
come and Decreasing Expenditure 
Study Committee VIII—Personnel . 
Chairman: C. A. W. Roberts, Liverpool 
Subject of Report: Staff Welfare 
Study Committee VI—Care of the Patient in the 
Hospital 
Chairman: Dr. W. Alter, Buchschlag 
Subject of Report: The Essential Requirements of the 
Patient as Regards Hospital Construction, Equip- 
ment and Service 
Study Committee. XXIII—General Problems of 
Medical Service in the Hospital 
Chairman: Dr. J. Hekman, Rotterdam 
Subject of Report. The Relationship between the Ar- 
chitectural Type and Staff Required for a Hospital 
Study Committee XX V—Surgery 
Chairman: Dr. B. Albert, Zlin 
Subject of Report: The Surgical Section in the Gen- 
eral Hospital 
Study Committee XXVI—Obstetrics and Gyne- 


cology 
Chairman: Prof. Dr. Frans Daels, Ghent 
Subject of Report: The Delimitation of the Scope of 
Obstetric Work in Respect to Other Branches of 
Hospital Work 


Study Committee XIV—Radiology and Its Re- 


quirements 
Chairman: Prof. Dr. Hans Holfelder, Frankfurt-a- 
Main 
Subject of Report: Serial Roentgenography in the 
Hospital 


Study Committee XXXIII—Laboratories and 
Laboratory Requirements 
Chairman: Doc. Dr. Vaclav Strimpl, Prague 
Subject of Report: Laboratories and Their Require- 
ments 
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Study Committee XX XII—Physical Therapy 
Chairman: Dr. C. E. Iredell, London 
Subject of Report: The Position of Physio-Therapists 
in Relation to the Medical Profession as a Whole 
Study Committee XIXB—Occupational Therapy 
Chairman: Prof. Dr. Karlis Barons, Riga 
Subject of Report: Occupational Therapy in the In- 
firmary 


4:30-6:00 P. M. 


OBSERVATION AND STUDY TOURS OF 
HOSPITALS 
INTERESTING AND INSTRUCTIVE VISITS TO VARIOUS 
INSTITUTIONS IN AND AROUND TORONTO 


4:30-6:00 P. M. 


RECEPTION—ST. JOHN’S CONVALESCENT 
HOSPITAL, NEWTONBROOK 


8:00-10:00 P. M. 


HEALTH CONSERVATION MEETING 
CONVOCATION HALL, UNIVERSITY OF TORONTO 


Presiding: Honorable Canon H. J. Cody, Presi- 
dent of the University of Toronto 


Music—7 :30-8:00 P. M. 


Greetings from the International Hospital Asso- 
ciation 
Dr. Malcolm T. MacEachern, Chicago 
Greetings from the American Hospital Associa- 
tion 
Dr. G. Harvey Agnew, Toronto 
Health and Human Progress 
Dr. Rene Sand, Brussels 
What Great Britain Is Doing to Improve the 
Health of the People 
W. McAdam Eccles, London 
A Health Program for Canada 
Dr. Fred W. Routley, Toronto 
The Role of the Hospital in Health Conservation 
Dr. Hans Frey, Bern 
Voluntary and State Cooperation in Health Con- 
servation. 
Rt. Rev. Monsignor Maurice F. Griffin, Cleveland 


God Save the King 


Saturday, September 23 
9:30-11:30 A. M. 


PRESENTATION AND DISCUSSION OF 
REPORTS INTERNATIONAL STUDY 
COMMITTEES 
PRIVATE DINING ROOMS 1 TO 10 MAIN MEZZANINE 
FLOOR 


Study Committee IV—Accounting and Finance 
Chairman: Dr. C. Rufus Rorem, Chicago 
Subject of Report: Interest and Depreciation in Hos- 
pital Accounting 


Study Committee XXXV—Productive Sidelines 
Chairman: Herrn Bau-Ingenieur Mieczyslaw Kozlow- 
ski, Warsaw 
Subject of Report: (To be announced later) 
Study Committee XVIII—Hospital Social Service 
Chairman: M. le Prof. A. Couvelaire, Paris 
Subject of Report: Practical Suggestions for Influ- 
encing Patients by Health Instruction While in Hos- 
pital 
Study Committee VII—Dietetics 
Chairman: Prof. Dr. A. von Soos, Budapest 
Subject of Report: Organization of Course in Dietetic 
Technique and the Establishment of Such an Or- 
ganization in the Hospital 
Study Committee XIXA—Hospital Libraries 
Chairman: Mrs. M. E. Roberts, London 
Subject of Report: Development and Organization of 
Hospital Libraries, and a Survey of Their Present 
Position and Progress 
Study Committee XXXIX—Centres for Hospital 
Standards, Information and Research 
Chairman: Hjalmar Cederstrom, Stockholm, Ingenior 
Subject of Report: Plans and Work of Study Com- 
mittee XXXIX 
Study Committee XX VIII—Neurology 
Chairman: Dr. F. H. Lewy, Philadelphia 
Subject of Report: The Management of Head Injuries 
in the General Hospital—The Neurological, Sur- 
gical, Sociological and Medicolegal Aspects of the 
Problem 
Study Committee XX VII—Psychiatry 
Chairman: Dr. Thomas J. Heldt, Detroit 
Subject of Report: Symposium on Schizophrenia 
Study Committee XIIJ—National Hospital Asso- 
ciations 
Chairman: Dr. Otto Binswanger, Kreuzlingen 
Subject of Report: National Hospital Association; 
Their Financing 
Meeting of Special Council for Study Committees 
Chairman: Dr. A. F. Cooney, Dublin 


2:00-3:00 P. M. 

MEETING OF COUNCIL OF MANAGEMENT 
CRYSTAL BALLROOM, CONVENTION FLOOR 
Presiding: Dr. Malcolm T. MacEachern, Chicago 

AGENDA: 
Reading of Minutes 
Routine Business 
Election of Officers 
3:00-5:00 P. M. 


FIFTH PLENARY SESSION 
CRYSTAL BALLROOM, CONVENTION FLOOR 


Presiding: Dr. Malcolm T. MacEachern, Chicago 


AGENDA: 
Submission of Resolutions by the Study Com- 
mittees 
Installation of Officers 
Other Business 
Official Closing of the Sixth Biennial Congress, 
International Hospital Association 
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mended an expansion of hospital facilities up 

to a proportion of 4.5 beds per thousand of 
population. The Federal Business Census finds 
that 1338 of the 3074 counties in the United States 
have no hospital within their borders. The Amer- 
ican Medical Association replies that only 114 per 
cent of the population lives more than thirty miles 
from a registered hospital and that an average 
of about 30 per cent of these beds were vacant 
during 1938. The Surgeon General of the Public 
Health Service recently testified before a Congres- 
sional Committee that there is a need for 500 addi- 
tional hospitals in the United States. The Wagner 
Act provides for Federal aid in the amount of 
$158,000,000 to be expended within three years 
for the. provision of beds in general hospitals. At 
$4,000 per bed this would provide for 39,500 new 
beds. 


It is reasonable to suppose that each side of the 
controversy has presented figures favorable to its 
own position and that the sound solution lies 
somewhere between these differing opinions. 


Tne National Health Conference has recom- 


In view of the recent trends in legislation it is 
quite certain that a considerable expansion in hos- 
pital facilities, under some form of Federal aus- 
pices, particularly in the small communities, is to 
be expected in the very near future and the inter- 
est of the hospital field should be directed to an 
avoidance of the many pitfalls which face any 
such program to the end that the greatest good 
for the greatest number may be assured. 


Terminology 


Some confusion has arisen in the discussion of 
community hospital needs as a result of the loose 
use of terminology. Virtually all published sta- 
tistics on hospital utilization have been based on 
the number of beds needed or used per thousand 
of population in the city in which the institution 
is located. This ignores the number of patients 
admitted from the tributary area. In the case of 
large cities the number admitted from outside the 
geographic limits of the city proper is relatively 
small—twenty per cent has been used as an esti- 
mate. But in the case of the rural area a much 


larger proportion of the patients may come from 
outside the geographic limits of the city. Thus a 
rural city of 10,000 having an average of 40 hos- 
pital occupied beds would be rated as using 4 beds 
per thousand of population, whereas it might actu- 
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ally be serving not only the 10,000 population of 
the city but another 10,000 or more in the tribu- 
tary rural and village areas served. Thus the 
proved demand would be at the rate of 2 beds per 
thousand of population served instead of 4 beds 
per thousand. Hence the commonly used words 
“community” and “population” applied to any fig- 
ures which do not specify the area concerned may 
well lead to serious errors in estimates. Actually 
the State of Michigan had hospital bed occupancy 
of 2.86 per thousand of population in 1938 not in- 
cluding tuberculosis and mental disease hospitals. 


In discussing available facilities another not un- 
common fallacy is to speak of beds in terms of 
population without distinguishing between those 
for mental and nervous disease, those for tuber- 
culosis, and those for acute disease commonly re- 
ferred to as general hospitals such as those for 
children, for orthopedic cases, for eye, ear, nose 
and throat, or those for maternity cases, all of 
which are ordinarily cared for in general hospitals 
and thus help to meet the local community need 
for acute care. Of the 1,161,380 hospital beds in 
the United States, 591,822 are in mental and 
nervous disease hospitals and 76,022 in tubercu- 
losis hospitals. These hospitals are for the most 
part state owned and operated and bear little re- 
lation to the number of beds needed for acute 
care by communities even as small as the county. 
No one familiar with the problem can deny the 
need for more and, in most cases, better facilities 
for the care of mental and nervous diseases. 
Progress in the prevention and treatment of tu- 
berculosis does cast some doubt on the need for 
more beds for tuberculosis, except in certain iso- 
lated instances. 


The Need 


Of the 493,536 beds in general and comparable 
hospitals, only 70 per cent of the available beds 
are in use by patients. This indicates that there 
are enough beds of this type for the country as a 
whole but it does not indicate that they are equita- 
bly distributed to serve all geographic areas. 


In general, those communities which are with- 
out conveniently available hospital facilities also 
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are sparsely populated, have not the medical per- 
sonnel available to staff them, lack highways to 
reach them, and are without the other comforts 
or facilities of modern living, even including high 
schools, which normally only come with increased 
density of population. For instance, there is in 
New England one area of approximately 7500 
square miles which has no hospital but it likewise 
does not even have a public highway, much less 
schools or organized towns. 


Large communities—those of 25,000 or more 
total population—are in general fairly well sup- 
plied with hospital facilities and the professional 
personnel to staff them. For this reason, it is 
anticipated that future expansions will mostly be 
directed toward the smaller communities having 
as their centers towns of less than 25,000 of pop- 
ulation. 


Building and equipping a hospital does not 
guarantee good hospital care to the community. 
The hospital cannot function without a profes- 
sional staff. The question at once arises as to the 
capabilities of the professional personnel available 
to serve the patients for whom the hospital is 
built. The hospital is primarily the doctor’s work- 
shop and its service can be no better than the skill 
the available medical personnel is able to supply. 
The existence of surgical, x-ray or other special 
hospital facilities may be an actual disservice to 
patients to the extent to which it attempts to care 
for patients who need better facilities than it has 
to offer, or tempts general practitioners to attempt 
procedures beyond their ability to perform to the 
best interest of the patient. Legally any physi- 
cian licensed to practice medicine, is permitted to 
attempt any medical or surgical procedure to 
which the patient agrees. Actually medical science 
has progressed so far and is progressing so rap- 
idly that proper application of its principles re- 
quires not only the general practitioner but an 
ever increasing group of specialists and consult- 
ants. The problem of securing an adequate staff 
for a hospital in a small community is always 
present and to limit the services of the different 
members of the professional staff to such pro- 
cedures as are well within their capabilities is 
likely to prove disappointing. 


One writer has said that ambulances are 
cheaper than hospitals. He might have added 
that in nearly all cases a long ambulance trip is 
safer than an inadequately trained medical at- 
tendant. 


Available Staff 


There is no accepted standard by which to judge 
the quality of care the physicians of a given com- 
munity are qualified to render patients. For the 
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purpose of evaluating the quality of medical care 
the profession of any given community included 
in the analysis given below is able to render the 
total number of physicians and the number of 
recognized specialists is shown. 


It is of course possible that some of the phy- 
sicians not recognized as specialists may be ca- 
pable of doing a limited amount of specialist prac- 
tice, or that the services of specialists from larger 
cities may be obtained. In actual practice this 
plan does not work well, for the reason that the 


. specialist is too often not satisfied with a simpie 


consultation but prefers to maintain a more ocr 
less continuing oversight of the patient, that the 
need for the specialist’s service is not so easily 
recognized if he is not conveniently at hand, and 
in case the need for a specialist is recognized early 
enough the patient usually prefers to go to the 
hospital in which the specialist habitually does his 
work. The modern specialist is not a lone worker. 
He has and depends upon trained assistants and 
special equipment which is not likely to be avail- 
able in any hospital not his routine “hospital 
home.” No matter how skilled the specialist called 
from a distance, he is unable to give the patient 
full advantage of his skill. How many times has 
the general practitioner heard the visiting spe- 
cialist say, “Well, if he was in my hospital I would 
advise this procedure, but since he is here and 
cannot be moved we will have to do the best we 
can.” 


Reference Hospitals 


Before deciding that a hospital should be estab- 
lished in a given community, it is necessary to 
evaluate certain local conditions which it must 
be prepared to face. Is there enough local and 
tributary population to need and to support a 
hospital? This involves not only the extent of the 
facilities the proposed hospital is likely to have 
use for, the extent of accessory diagnostic and 
treatment facilities its size justifies, the number 
and qualifications of physicians available to serve 
on its staff, but also the accessibility of a hos- 
pital that is materially larger, better equipped and 
provided with a medical staff better qualified than 
the proposed hospital can expect to provide. Such 
a neighboring hospital need not qualify as a med- 
ical center in the metropolitan sense of the term 
but might quite properly be called a “reference 
hospital.” This reference hospital question is im- 
portant both because, with its better facilities and 
staff, it will presumably be able to give a higher 
quality of care to its patients than will the smaller, 
less well equipped and staffed hospital. Likewise, 
in the present era of good roads and easy trans- 
portation, it will attract a large number of the 
non-emergency patients, thus leaving to its smaller 
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neighbor a smaller clientele than the size of the 


' tributary area would indicate it might expect. 


Conversely, the establishment of new hospitals 
within the tributary area will decrease the bed 
demand of the existing hospital. The resulting 
decrease in income may embarrass its efforts to 
m:intain its previous quality of service to its 
pa-ients. 


Basis of Estimates 


-rophecy is always hazardous. But to provide 
a oasis on which to judge the soundness of any 
fu.ure program, a study of the actual operation 
of existing programs is likely to furnish the safest 
guide. In order to present a concrete case, a study 
of the expansion of general hospital facilities in 
the State of Michigan under grants or loans from 
the Public Works Administration has been se- 
lected as representative of what may be expected 
from any future program of Federal aid in the 
establishment of hospitals. 


The actual rate of occupancy for 1938, in hos- 
pitals in cities of less than 15,000 population in 
Michigan, was 3.83 per thousand of urban popu- 
lation. This then is taken as the occupancy which 
may be expected in cities of less than 15,000 pop- 
ulation. 


The report of the Federal Business Census of 
Hospitals showed for the year 1935 an average 
annual operation cost of $870.00 per installed bed 
for 422 voluntary general hospitals having from 
25 to 49 bed capacity, and $1,020.91 per installed 
bed for 873 voluntary general hospitals of from 
50 to 149 beds. 


A study of the costs of 100 hospitals, compris- 
ing about 20,000 beds in 48 states, shows the 1938 
cost of operation to have increased 26 per cent as 
compared to 1938. Applying this increase to the 
1935 cost as shown in the Federal Business Cen- 
sus, the cost in 1938 would be $1,096.00 per bed 
for the 25 to 49 bed group and $1,286.25 for the 
50-149 bed group. Similarly, this study shows 
that in 1938 these hospitals collected an average 
of $5.75 per patient per day as compared to an 
average cost of $7.03. In view of the fact that 
all of the hospitals included in this Michigan 
study are in cities of less than 15,000 population 
and that they are all city owned, thereby being 
obligated to take all charity cases, it is doubtful 
if they can collect an average of more than $5.00 
per patient per day of care. 


It must be admitted that, in general terms, the 
smaller the hospital the less it costs per capita 
to operate it. This is partly due to the fact that 
costs for both labor and commodities tend to be 
lower in the small community than in the large, 
but to an even greater extent to the fact that the 
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smaller hospital does not usually provide the same 
grade of accessory facilities and trained staff that 
the larger hospital feels it must have. This, of 
course, denies the patient the advantage of the 
aid such accessory facilities could give in his-case, 
but it is inherent in the physical and economic 
conditions quite as much as the small community 
is denied the same transportation, education, com- 
mercial, utility or industrial facilities, as are en- 
joyed by its larger neighbor. The difference is 
that the well man can, within limits, make his 
choice of the environment in which he lives and 
can supplement local facilities from larger and 
better equipped neighboring communities. But 
the sick man does not know the extent of the fa- 
cilities his condition may demand and in any case, 
once he has made his choice, he must accept what 
the chosen hospital has to offer with little or no 
assistance from the outside, no matter how dire 
his need. 


For every dollar spent in the original building 
and its equipment, it costs approximately 35 cents 
per year to operate the hospital. Hospitals which 
have been built with the aid of Federal funds 
have not in the past received Federal funds for 
payment of operating cost, though the Wagner 
Act does provide such assistance during the first 
three years for those hospitals which are built 
under. provisions of this act. In any case the 
fixed expense—its readiness to serve—of a hos- 
pital is so large a proportion of the total expense 
that fluctuations in occupancy have much less in- 
fluence on the total cost of operation than might 
be expected. Due to this relative stability of the 
total cost, the cost per patient per day fluctuates 
quite markedly with the occupancy rate. As the 
occupancy rate goes down the total cost may de- 
cline to some extent but the cost per patient per 
day may increase. Thus a hospital giving 800 
days care per month at a cost of $4,000 would 
show a per capita cost of $5.00 per day. That 
same hospital might easily give 1,000 days care 
for not more than $4,500 and thus show a per 
capita cost of but $4.50 per patient per day. But 
the income from patients fluctuates directly with 
the occupancy rate, i.e., a 25 per cent increase in 
occupancy would under ordinary circumstances 
bring a 25 per cent increase in income. ‘I'hus, in 
the above example, if the payments by patients 
amounted to $3,600 in the month that cost $4,000, 
they would be $4,500 in the month that cost 
$4,500. In actual practice the results are even 
more marked than in the example given. 


For reasons which will appear in the analysis 
below, none of the projected hospitals can expect 
a higher occupancy than those already existing, 
but at least six of the seven are located so near 
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existing registered hospitals that it is fair to 
assume that they will reduce the occupancy rates 
of their neighbors by simply dividing the patron- 
age, with the result that the income of the exist- 
ing hospitals will be lowered and these hospitals 
may be forced to a lower standard of service to 
their patients. Another alternative is that com- 
mercial competition and commercialized medicine 
may rear their ugly heads and, in the desperate 
effort for survival, conditions may arise which 
will make of the hospital a liability rather than 
an asset to the community. 


Analysis of Michigan Projects 


The PWA reports assistance to six general hos- 
pital projects in cities in Michigan which do not 
now have any general hospital and to one in 
Adrian for the expansion of an existing general 
hospital. 


Table I 
Approved 
Proposed Bedsper Phy-  Spe- 
City Population Capacity Thousand sicians cialists 
Adrian . . 13,064 85 5.0 19 1 
Allegan .... 3,941 25 6.34 10 1 
Alpena .... 12,166 70 5.5 12 2 
Coldwater .. 6,735 65 9.65 15 1 
Crystal Falls 2,995 15 5.0 3 0 
Hillsdale ... 5,896 60 10.21 12 1 
Reed City .. 1,792 28 15.6 3 0 
Table I shows the name of the city, the popula- 
tion (1930 census) the number of beds proposed, 
the total number of physicians and the total num- 
ber of approved specialists available to care for 


them. 


In this analysis it is assumed that the individual 
institutions have been fairly well planned for 
service to the patients and for economical opera- 
tion. As none of these hospitals has availed itself 
of the services of either hospital consultants or 
of architects of extensive experience as hospital 
designers, this assumption may of course be more 
optimistic than the results justify. 


Population figures are based on the 1930 census, 
the number of physicians is taken from the Di- 
rectory of the American Medical Association for 
1938 (which includes non members as well as 
members), number of approved specialists is from 
the latest reports of the various approving agen- 
cies and all financial statistics are based on the 
standards already described, with minor adjust- 
ments of estimated cost—mostly downward—for 
the smaller communities. 


: Crystal Falls 


This project calls for a 15 bed hospital in a town 
of 2,995 population having but three physicians, 
none of them approved specialists. It is located 
but thirteen miles on an improved highway from 
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Iron Mountain, which has a population of 11,652, 
a 28 bed hospital, and 13 physicians, of whom 5 
are approved specialists. The occupancy of this 
hospital for 1938 was at the rate of 1.55 per thou- 
sand population. If we could assume that the 
projected hospital at Crystal Falls would have a 
similar occupancy rate it would have an average 
of 4.5 patients. 


Based on the Federal Business Census figures 
as adjusted for 1938, the cost of operation will be 
not less than $15,000 per year. If the patients 
are able to pay an average of $5.00 per day for 
their care, the total income from patients at the 
above occupancy rate will be $8,212.50 per year, 
leaving a deficit of $6,787.50 per year, or $2.27 per 
capita for the total population of the city. 


Alpena 


This is a city of 12,166 population having an 
extensive but very sparsely settled tributary ter- 
ritory, and twelve physicians, of whom two are 
approved specialists. It is 131 miles to Bay City, 
the nearest location in which good hospital fa- 
cilities are available. The proposed capacity of 
the hospital is seventy beds, or a rate of 5.5 beds 
per thousand of population. 


In view of the very sparse population of the 
tributary area, this bed provision may be some- 
what over generous, but certainly a city of this 
size, so remote from other hospital facilities, has 
a definite need for a hospital and, even though it 
may prove a financial burden, its establishment is 
more than justified by the service it will be able 
to render its community. 


Allegan 


This project provides for 25-30 beds in a city 
of 3,941 inhabitants, having eight physicians, one 
of whom is an approved specialist. This city is 
but twenty-five miles from Kalamazoo, a city of 
almost 55,000 population, having 121 physicians, 
of whom twenty-one are approved specialists, and 
two general hospitals, both approved by the Amer- 
ican College of Surgeons and having a combined 
bed capacity of 369, of which an average of 184 
were continuously occupied and an average of 185 
were empty in 1938. Assuming that the new hos- 
pital has the same number of patients per thou- 
sand of population as the average of hospitals in 
cities of less than 15,000 population in the State 
as a whole, it can expect an average of 14.1 pa- 
tients. If these patients are able to pay an average 
of $5.00 per day for their care, this will provide 
an annual income of $23,532.50. Based on the Fed- 
eral Business Census figures as adjusted, the an- 
nual operating cost will be $27,500, leaving an 
annual deficit of $3,967.50, or slightly more than 
$1.00 per capita of the total population of the city. 
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Coldwater 


This project provides for 65-70 beds in a city of 
6,735 population having fifteen physicians, one of 
whom is an approved specialist. It is located 
thirty-four miles, on a first class highway, from 
Battle Creek, a city of 43,573 population, having 
116 physicians, of whom thirty are approved spe- 
cialists, and having 740 beds in three general hos- 
pitals, all approved by the American College of 
Surgeons, and one approved by the American Med- 
ical Association for the training of interns. As- 
suming an occupancy rate of 3.83 patients per 
thousand of urban population, this hospital can 
xpect an average of 25.9 patients, an average 
income of $49,092.50, and an annual operating 
cost of $71,500, resulting in an annual deficit in 
excess of $22,407.50, or $4.32 per capita of the 
population. 


Hillsdale 


This project provides for a 60-65 bed hospital 
in a city of 5,896 population having twelve phy- 
sicians, one of whom is an approved specialist. It 
is thirty-two miles on a first class highway trom 
Jackson, a city of 55,000, having ninety-six phy- 
sicians, of whom nineteen are approved special- 
ists, and two general hospitals having a combined 
bed capacity of 290 beds, of which an average of 
108 were empty during 1938, and both approved 
by the American College of Surgeons and ap- 
proved for internship by the American Medical 
Association. Applying the same criterion as for 
the two previous cities, this hospital can expect 
an average occupancy of twenty-three patients, an 
annual income of $41,975, and an annual cost of 
operation of $66,000, leaving an annual operating 
deficit of $24,025, or $4.408 per capita of popu- 
lation. 


Reed City 


This project provides for a hospital of twenty- 
eight beds in a city having 1,792 population ‘and 
three physicians, none of them approved special- 
ists. It is located twelve miles from Big Rapids, 
which has a population of 4,671 and a hospital of 
thirty-three beds, and sixty-one miles from Grand 
Rapids, with a population of 168,000, and three 
general hospitals, with a combined capacity of 624 
beds, of which an average of 247 were unoccupied 
in 1938. All three hospitals are approved by the 
American College of Surgeons, and all are ap- 
proved for internship by the American Medical 
Association. There are available 305 physicians, 
of whom fifty-nine are approved specialists. The 
new hospital can expect an average occupancy of 
6.8 patients, an annual income of $12,410 and an 
annual operating cost of not less than $28,000, 
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with a resulting annual operating deficit of 
$15,590, or $8.70 per capita of population. 


Adrian 


This project provides for the expansion of. a 
forty-four bed hospital to eighty-five beds in,a 
city of 13,064 population having nineteen physi- 
cians, of whom one is an approved specialist. The 
existing hospital is not approved by the American 
College of Surgeons nor by the American Medical 
Association and had an average occupancy of thir- 
ty-five patients in 1938. It is located thirty-three 
miles from Toledo, Ohio, a city of 290,000 popu- 
lation, having seven voluntary general hospitals 
of a combined capacity of 1,062 beds, of which 
an average of 463 were unoccupied in 1938. Of 
these seven hospitals, six are approved by the 
American College of Surgeons and four are ap- 
proved for internship by the American Medical 
Association. There are in Toledo 506 physicians, 
of whom more than sixty are approved specialists. 


The new hospital can expect an average of not 
more than 49.5 beds occupied and an income of 
$90,337 per annum, with an operating cost of 
approximately $93,500 per year, leaving a deficit 
of $3,163 per year, or $.24 per capita of popu- 
lation. 


All of the above computations are based on av- 
erage figures and it is therefore quite probable 
that individual institutions may vary quite widely 
from these estimates. The estimates have, how- 
ever, been conservatively made and it. is quite 
probable that the actual operating experience will 
be less favorable than has here been predicted. 


Financing Costs 


Incidentally it should be noted that, in estimat- 
ing the annual operating costs, no allowance has 
been made for payment of interest or repayment 
of the principal of loans either from Federal or 
from other sources. The general policy covering 
Federal assistance to these projects includes an 
outright grant of 45 per cent of the total cost and 
a loan of 55 per cent. This loan bears interest at 
4 per cent, is secured by revenue bonds as an ob- 
ligation against the hospital only and that the 
principal shall be retired during the life of the 
bond, usually from twenty to twenty-five years. 
Assuming an average cost of $4,000 per bed, this 
would leave a bond liability of $2,200 per bed. 
The interest on this would be $88.00 per bed per 
year, and or a twenty-five year retirement basis, 
there would be required a reserve of a like amount 
or a total of $176.00 per bed per year. In a thirty 
bed hospital, this would entail an addition of 
$5,280 per year, which has not been included in 
the analysis of operating costs. 


39 





General Considerations 


This analysis of the local situations, as revealed 
by existing published data, leads to the conclusion 
that in the majority of cases the net result of the 
program is destined to place, without commen- 
surate benefits, a financial burden on the commu- 
nity which it can ill afford to assume. This burden 
is due to over building, lack of adequate material 
for the professional staff or to the convenience of 
nearby hospital facilities of better quality than 
the projected hospital cam be expected to provide. 


There can be little question of the propriety of 
Federal aid to communities to provide hospital 
facilities where the need is definitely demon- 
strated. But such reports as the building of a 
special hospital with no appropriate specialist 
available for over 150 miles, of a community gen- 
eral hospital, which closed its doors after less 
than a year of operation for lack of patronage, 
or of one built but never opened, would suggest 
that in the past the Federal program has not 
given adequate consideration ta what the com- 
munity actually needed, as contrasted to what 
local interests thought they needed. 


If the proposed hospitals are to be built for 
service to the sick, rather than merely as an op- 
portunity to satisfy local pride or ambition or to 
produce a flurry of evanescent prosperity, it is 
quite as much a responsibility of government to 
discourage an unwise expenditure of public funds 
as it is to aid in the provision of needed hospital 
facilities. 


The establishment of a hospital where it is not 
needed may prove to be not only a financial frank- 
enstein but an actual medical menace to the people 
whom it was designed to serve. 


Existing policies of the Federal agencies are to 
permit the local sponsor of hospital projects, usu- 
ally the city or county, rather wide latitude in 
such matters as determination of the site, orien- 
tation, selection of architect, allocation of space 
to the different services, floor plans and the selec- 
tion of equipment. But at the same time the Fed- 
eral agency retains a supervisory and veto power 
over such decisions and procedures as the local 
sponsor may propose. In the case of those hos- 
pitals built in communities which do not already 
have a hospital, it is evident that the sponsors are 
relatively without experience in these matters. 
These matters are usually left to the local archi- 
tect. But the selection of the architect is likewise 
left to the local sponsors and, even if free from 
political considerations, the net result is usually 
the selection of one who has had little or no ex- 
perience in hospital planning. Even though he 
may realize his inexperience, the architect is un- 
willing to embarrass himself by asking for the 
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assistance of a more experienced hospital archi- 
tect or consultant, and even if he does the spon- 
sors may be unwilling to pay for such service, 
The architect, therefore, seeks advice, if at all, 
from local physicians or nurses who have but 
little more experience in hospital planning than 
himself. The blind lead the blind. Samples of 
the errors in planning which may result from 
such inexperienced planning are legion. 


Operating room walls covered with a material 
so susceptible to stain that washing with alconol 
was the only means of removing the stain. 


A laundry flat work ironer which covered 12 ft. 
6 inches width of floor area specified for a room 
15 ft. wide, leaving insufficient room to work 
around it. 


A hospital built on the plea of a need for the 
handling of a large number of accident cases had 
no ambulance entrance and no emergency room. 
The same hospital had a nice large morgue, but 
no provisions for a laboratory. A sterilizer re- 
quiring sixty pounds steam pressure at the boiler 
for proper operation installed, with a boiler lim- 
ited to fifteen pounds pressure to serve it. 


Room doors too narrow to admit passage of 
a bed; floor or wall materials discredited for use 
in special areas; unsuitable hardware; omission 
of space for record room; delivery rooms not in 
accordance with present day good hospital ma- 
ternity technic; too few, too many or badly lo- 
cated elevators—these are but a few of the plan- 
ning blunders which any experienced hospital 
architect or consultant would avoid, but any 
of which will increase the financial burden of 
the hospital, either by the cost of immediate al- 
teration or by the continuing cost of unduly ex- 
pensive operation. 


Summary 


The conclusions to be drawn from this study 
would seem to be: 


It No community should be encouraged to es- 
tablish a hospital without a careful and compe- 
tent study of the hospital needs of the tributary 
population, the accessibility and quality of exist- 
ing hospitals, the availability of physicians to 
staff the hospital and the ability of the community 
to support it. 


2 When it is decided that the community needs 
a hospital its size should be carefully adjusted to 
the potential needs of the community and acces- 
sory facilities should not be provided beyond the 
ability of the physicians of the community to use 
them to the best interests of the patient. 


3 In estimating the potential needs of a com- 
munity, careful distinction should be made be- 
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tween the size of the population, within the town 
or city sponsoring it and the population of the 
entire area to be served. 


! It must always be realized that, while the 
original investment has to be made but once, the 
operating costs are a continuing annual charge 
and if the hospital is built beyond the needs of 
the community or its ability to support, the aphor- 
ism that “an empty bed is the most expensive 
th ng in the house” may result in its being a finan- 
ci: 1 frankenstein and resulting self destruction. 


5 Amateur planning of the physical plant or 
unwise selection of its equipment may lead to 
unduly expensive operation, thus saddling the 


community with an added unnecessary but con- 
tinuing financial burden. 


6 The survey to determine the need for a hos- 
pital must be made by an individual who is not 
only competent to evaluate all the factors in- 
volved but by one who is disinterested and com- 
pletely immune to local influence, medical, social, 
financial or political. 


7 It is quite as much a proper function of gov- 
ernment to discourage the provision, of hospital 
facilities which the community can neither sup- 
port nor utilize.to its interest as it is to give aid 
to those who can support and utilize such fa- 
cilities. 





Public Appraisal of Social Work 


At a recent state meeting of a Chapter of the 
American Association of Social Workers a paper 
was read giving the results of a panel discussion 
on the trend of social work. Among the partici- 
pants were two city officials, a lawyer, a club 
woman, a congressman’s wife and a married in- 
dustrial executive., The fine work accomplished 
by social service, including medical social service, 
in the opinion of the discussants, is being over- 
done. Their expressions would indicate that the 
interpretation placed upon the field of social work 
by. the social workers is unlimited. The following 
quotations recognize this trend and make further 
comment superfluous: f 


First City Official—“The original theory of so- 
cial work in this country was that we should take 
care of only the really needy. The advent of the 
professional social worker has greatly increased 
the demand for aid, and the social workers are 
open to the charge of influencing people to de- 
mand more assistance.” 


Second City Official—‘‘The social worker more 
or less increases the demand for aid at the ex- 
pense of the public. He or she should be confined 
in their efforts to purely problem cases. They 
should be taken completely out of the business 
and administrative end of the work and limited 
to personal case work.” 


The Lawyer—“The professional social worker 
has lost his perspective in the maze of the system 
he has built. He has come to believe that the 
standard of living of the indigent should be raised 
to that of the people who through intelligence and 
sustained industry live on the fruits of their labor. 
' venture to assert that there are tons of reports 
m social surveys, problems of relief, etc., which 
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are absolutely worthless except as waste paper 
tonnage and a job for the social worker at the 
expense of the public.” 


The Congressman’s Wife—“In Washington re- 
cently, when the Social Security Act was being 
debated, there were literally floods of telegrams 
coming in from all over this country from social 
workers urging the adoption of the Act. They uni- 
formly showed no appreciation of the ways and 
means of meeting relief objectives.” 


The Club Woman—“The social worker’s influ- 
ence is in the direction of discouraging needy 
people from taking menial jobs to help them- 
selves.” 


Married Industrial Executive—“The social 
worker, with the institution he has built up, is 
second only to war in thwarting the evolution of 
the human race. The only way the race can de- 
velop in quality is to foster the spirit among peo- 
ple that charity is not acceptable from any source 
unless literally necessary. The social worker has 
reversed this attitude in so many millions of the 
people today that the spiritual foundations of the 
péople are being blasted.” 


In another discussion, a Welfare Worker stated 
that some of the bitterest opponents of the social 
worker’s efforts are the recipients, not because 
of the objectives or lack of relief, but on account 
of the publicity and restrictions employed. 


The medical profession and the hospitals are 
fully cognizant of the many good results of social 
work, particularly in varied medical aspects. They, 
however, cannot fail to fully appreciate the rap- 
idly developing public attitude as brought out by 
the panel discussion. 
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Why a Hospital Pharmacy ? 


HAZEL E. LANDEEN 


this country showed that drug therapy in the 

majority of hospitals is in confusion and 
greatly in need of revision. So it is hoped that a 
brief review of the recommendations of the Phar- 
macy Committee of the American Hospital Asso- 
ciation and those of the American College of Sur- 
geons together with a few observations by a hos- 
pital pharmacist will serve to emphasize the need 
for a more adequate pharmaceutical service. 


Te RESULT of a survey of the hospitals in 


Drug Therapy in Hospitals 


Drug therapy still holds an important place in 
the hospital despite the rapid advances in surgery, 
physical therapy, and other methods of treating 
the sick. Dr. MacEachern, in an article appear- 
ing in the February issue of The Modern Hospital, 
has called the pharmacy “The Forgotten Depart- 
ment.” One of the reasons the pharmacy has been 
forgotten and lagged behind is because hospital 
pharmacists have not been organized, and, there- 
fore, unable to keep pace with the other depart- 
ments of the hospital in rendering the best in pro- 
fessional and scientific service. Unorganized, we 
could not be the aggressors and offer this better 
and more comprehensive service. 


It seems to us a rather sad situation where a 
law safeguards the sick as long as they are able 
to keep out of the hospital, by requiring that pub- 
lic pharmacies be registered, controlled, and in- 
spected under the regulations of the State’s law 
and that the pharmacists who serve in these phar- 
macies be satisfactorily, adequately and thor- 
oughly educated in pharmacy, and licensed to 
dispense. But let the patient ‘enter a hospital 
and the law in effect says to him, that the phar- 
maceutical protection afforded him up to that 
time is withdrawn. 


The Hospital Pharmacist 


Fortunately, for hospital pharmacy, a group of 
men interested in doing something for that branch 
of our profession took the initial step toward 
its organization. There was formed in 1936 at 
the Dallas meeting of the American Pharmaceu- 
tical Association the sub-section on hospital phar- 
macy under the section on Practical Pharmacy 
and Dispensing. The American Pharmaceutical 
Association, founded in 1852, is the oldest and 
most representative pharmaceutical organiza- 
tion in the United States. It has always recog- 
nized that the future of pharmacy depended upon 
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its unqualified recognition as one of the health 
sciences as well as upon the professional services 
rendered by its practitioners to the public. The 
primary objective of the Association is the ex- 
tension of usefulness of the pharmacist to his 
community and the preservation of all that is 
ethical in the profession. Through its organiza- 
tion in the American Pharmaceutical Associa- 
tion, the Hospital Pharmacy sub-section was 
able to present its problems to the American Hos- 
pital Association and American Medical Asso- 
ciation from a standpoint of a sound basic phar- 
maceutical service. Working with the Commit- 
tee on Pharmacy of the American Hospital As- 
sociation a survey of the pharmacies of the Na- 
tions’ hospitals was made. The sister organiza- 
tions of the American Hospital Association, the 
Catholic and Protestant groups, have been in 
conference with the American Pharmaceutical 
Association and in line with the activities of 
the American College of Surgeons are endeav- 
oring to present a clear picture of the value of 
commensurate pharmacy operation to those hos- 
pitals at present struggling along without it. 


Last year the registered hospitals of the 
United States admitted more than 9,200,000 bed 
patients and approximately ten million out-pa- 
tients. The former stayed a total of 344,700,000 
days while 25,000,000 visits to out-patient de- 
partments were made by the latter. The num- 
ber of registered hospitals in 1936 was 6,189. Of 
this number, 1,419 employed 1,901 pharmacists. 
This leaves a large majority without a pharma- 
cist and adequate pharmaceutical service. In the 
interests of public health and safety of the peo- 
ple, each and every hospital should have regis- 
tered pharmaceutical supervision. 


I cannot do more than refer you to that most 
complete report of the Pharmaceutical Commit- 
tee of the American Hospital Association of 
1937. As one writer stated—not even the Read- 
ers Digest could condense it. This report deals 
with the physical aspects of the pharmacy, proj- 
ects a philosophy of pharmaceutical service and 
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economics, and outlines and stresses the duties and 
responsibilities of the pharmacist. 


Hospital Pharmacy Standards 


The American College of Surgeons, in coopera- 
tion with a committee of the American Pharma- 
ceutical Association, formulated the essentials for 
an ethical and efficient pharmacy department. 
The American College of Surgeons expects ap- 
proved hospitals to comply with its Minimum 
Standards Requirements. These appear in the 
latest manual on Hospital Standardization. 
Briefly these standards require that a hospital 
provide: : 

1 Organization of a hospital pharmacy 

2 Committee on Drug policy and therapeutics 

of which the pharmacist shall be the secre- 
tary 

3 An adequate pharmaceutical reference li- 

brary 

4 Maintain standard quality drugs, chemicals, 

and pharmaceutical preparations used in 
treatment of the sick 

5 Supervision by the pharmacist of routine 

preparation of injectible medication and ster- 
ilization of all preparations he himself pre- 
pares, routine manufacture, filling and label- 
ing of all drug-containers and semi-monthly 
inspection of all drugs on nursing units, stock 
of antidotes, dispensing of all narcotics and 
perpetual inventory of them, specifications 
for purchase of all drugs, chemicals, etc. 


The reasons for all this, are, of course, obvious 
to every hospital pharmacist. We feel that many 
hospital administrators have overlooked the possi- 
bilities of the pharmacy. While the pharmacist 
does not have the active and intimate contact with 
the patients that nurses, interns, anesthetists, and 
dietitians have, is it not possible that the pro- 
fessional and intelligent attitude of the pharma- 
cist behind the scenes may have an important 
bearing on the success of these other workers in 
the front line? 


Evaluating the Pharmacist’s Service 


To many persons the word pharmacist means 
merely some one who fills prescriptions. Every 
hospital superintendent will do well to consider 
the services of the pharmacist from three stand- 
points, namely: 


1 Safety 
2 Education 
3 Economy 


Taking the first viewpoint: that of safety: the 
pharmacist in his role as compounder of the 
physician’s orders or “Ri’s” must exercise extreme 
care and skill to obtain the accuracy necessary in 
medications dispensed to the sick. He is con- 
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stantly handling extremely potent and poisonous 
drugs and chemicals and handling them in doses 
that require knowledge and clear thinking. 


Graduation from a four year course in an ap- 
proved school of pharmacy, plus an extra year’s 
apprenticeship in a pharmacy before a candidate 
is eligible for State Board examinations and sub- 
sequent licensing is a guarantee of safety afforded 
the hospital employing a pharmacist. In this con- 
nection the question of safety may well be con- 
sidered from the third angle—that of economy, 
in that employment of a registered pharmacist 
safeguards the patient, eliminates errors and pro- 
tects the hospital against suits for such errors. 


In respect to education: pharmacy schools are 
turning out well-educated graduates, thoroughly 
professional in character and attitude. So im- 
portant is hospital pharmacy becoming that many 
pharmacy educators are advocating a hospital 
internship for some of their graduates. Such a 
system is already in operation in the University. 
of Michigan Hospital.t The background and edu- 
cation of the pharmacist has other values besides 
compounding of “R’s.” The hospital pharmacist 
can assist in the education of the young intern, 
particularly in the matter of R writing, a subject 
about which the average medical graduate knows 
very little. Materia medica, a subject which 
nearly every student nurse finds so difficult to 
grasp, could be taught by the pharmacist who 
has been thoroughly grounded in this subject. 
The pharmacist can advise helpfully with the 
medical staff on the selection of prescriptions and 
can act as a source of information and reference 
on new drugs. With his knowledge of the intelli- 
gent purchase of drugs and familiarity with sick 
room needs and supplies, the pharmacist makes 
a very satisfactory purchasing agent. This com- 
bination may prove of interest to smaller hospitals. 


With all the agitation for more and better hos- 
pitalization at lower cost the matter of economy 
is one which no hospital administrator overlooks. 
Irrational therapeutics and lack of a definite drug 
scope eat up hospital dollars quite avariciously. 
With his knowledge of the standard requirements 
and composition of drugs and chemicals the 
pharmacist can effect a material saving. The 
extent to which a hospital pharmacist should 
manufacture depends naturally on the size of the 
hospital, equipment and personnel requirements. 
But even in the small hospital there are a certain 
number of items which can be manufactured at a 
considerable saving. In one hospital in which I 
was employed the pharmacist made the furniture 
polish. In one of our own State institutions the 





1Hospital Pharmacy Internships also, now being offered by 
Western Reserve University Hospital, Cleveland, and Johns 
Hopkins Hospital, Baltimore. 
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pharmacist manufactures the tooth powder. 
Working with the therapeutics committee of the 
hospital, the pharmacist can help eliminate dupli- 
cation of large numbers of drugs having identical 
therapeutic action, and thus. reduce the number 
carried in inventory. 

Hospitals are dedicated to a policy of rendering 
the best in scientific and professional skill in the 
treatment of the sick. Competent pharmaceutical 
service in the hospital has been overlooked by 
too great a number of hospital administrators. 
The. Americar Hospital Association Committee on 


Pharmacy, the American College of Surgeons and 
the sub-section on Hospital Pharmacy of the 
American Pharmaceutical Association are con- 
vinced that a rational policy of drug therapy is 
not possible in any hospital without a graduate 
registered pharmacist’s supervision. 
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Evening Session Course. in Hospital 


Administration 
The suggestion has beem made that an exten- 
sion course be. given in hospital administration 
for one or possibly two quarters at the Univer- 
sity College of the University of Chicago. The 
course might be offered every other year and 
begin in either the Autumn or Winter Quarters. 


Selection af Students—The following types of 
students are eligible for enrollment in the course: 
hospital administrators actively engaged in the 
management of institutions, assistants to admin- 
istrators, administrative. department heads, and 
professionally interested persons upon written en- 
dorsement of the hospital administrator. Admis- 
sion to the course upor consent of the instructor, 
following an interview with the student adviser of 
the School of Business. Admission requirements 
to University College should be observed in ac- 
cepting or rejecting students. The chief aim of 
the course would be to present a survey of hos- 
pital administration as a whole. 

Title of Course—Survey of Hospital Adminis- 
tration. 

Duration of Course—Classes could meet in the 
late afternoon or early evening, probably twice a 
week. One session would be a lecture presenting 
the technical subject matter, which can be given 
by the guest lecturer who is speaking for the hos- 
pital administration students in the regular grad- 
uate university course. The other weekly session 
would be similar to a seminar, in that the meet- 
ing would consist partly of the presentation of 
subject matter by the continuing lecturer and the 
rest of the period would be devoted to a discus- 
sion of hospital administration problems. Classes 
could meet on Mondays for guest lecturers and 
Fridays for seminar lectures. The seminars can 
be divided betweem Doctors Bachmeyer and 
Buerki, with Mr. Hartman prepared to substitute 
at those meetings which they cannot attend. 

Offered either Autumn Quarter, or Autumn- 
Winter Quarters, 1939. This will consist of from 
October 2, 1939, to December 20, 1939, Autumn 
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Quarter; January 2, 1940, to March 15, 1940, 
Winter Quarter. 


Place of Instruction—University College, 18 
South Michigan Avenue, Chicago. Registration 
after consultation with Mr. Rovetta at the School 
of Business, July 15-August 20. 


Auspices—The University of Chicago and the 
American College of Hospital Administrators in 
cooperation. 


Teaching Material—The research and reference 
library in hospital administration can be made 
available to students in the evening session, course. 
During the weekly seminar the problem manual 
entitled “Problems and References in Hospital 
Administration” can be used as a general guide. 
In lieu of the customary field trips the students 
will be asked to prepare case reports of their ex- 
periences reviewing actual problems which they 
have met in their own institutions. Special sup- 
plementary readings can be assigned. 

Officers of Instruction—Arthur C. Bachmeyer, 
M.D.; Robin C. Buerki, M.D.; Gerhard Hartman. 

Lectures and Lecturers—A program of lectures 


similar to that now followed in the graduate 
course on the campus. 





Send Your Gadgets to Toronto 

All hospitals are urged to send examples of 
gadgets or original equipment to the Gadgets 
Exhibit at the American Hospital Association 
Convention in Toronto on September 25. This 
exhibit created a great deal of interest at the 
convention last year and it is hoped we will have 
a still larger one this coming year. 

Address inquiries to Miss P. L. Morrison, Su- 
perintendent of the Hospital for Incurables, Dunn 
Avenue, Toronto. 

sidan 
Convention of Institutional Laundrymen 

The First National Convention of Institutional 
Laundrymen. will be held from September 29 to 
October 1 at the Hotel Chelsea, Atlantic City, New 
Jersey. The program includes a special section 
covering hospital laundries. 
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The Mental Patient in the General Hospital 


J. H. THERRELL 


VER the entrance to the Virchow Hospi- 
tal in Berlin is this inscription: 


“In Treating the Patient Do Not Forget 
the man.” 


In too many instances hospital facilities are 
planned to take care of only part of the man. We 
are prepared for treatment of fractures, measles, 
pneumonia, heart and gastric diseases, forgetting 
that after all it is the man we treat, and the per- 
son we hospitalize and not the disease that comes 
with the patient to our service. 


In many otherwise enlightened communities, 
and even among hospital folk, it is possible to 
find the methods of the dark ages still in vogue 
as far as mental patients are concerned. This 
is sometimes only too true with general hospital 
provisions for mental patients, the need for such 
facilities apparently being either not recognized 
or completely ignored. The fact that more than 
half of all the patients in hospitals of the United 
States are mental patients, and the further fact 
that practically all illness has a mental aspect, 
seems to have failed to impress hospital trustees 
and administrators. It has been established in 
more than one survey that more than half the 
cases in almost any given community upon which 
the hospital occupancy depends are mental cases. 


Doctor Samuel W. Hamilton says: “So far as 
popularity is concerned, a certain psychiatric 
service in a purely private general hospital had 
for many months the highest admission rate of 
any service in that institution. Every commu- 
nity has many patients who recognize very keenly 
that they are ‘nervous’ and wish help for it. Some 
of them go to the state hospital but the state 
hospital is not always so organized that it can 
take care of such a problem in the way in which 
its staff would like. Moreover, there are a great 
many patients who cannot be induced to go to 
the state hospital in their own neighborhood and, 
unless they get sick enough to be forced to go, 
they will stay out to their own detriment and to 
the confusion and embarrassment of their rela- 
tives and friends. A great many of these will 
go to the general hospital and enter a psychiatric 
service willingly. At any rate that has already 
been the experience of such hospitals.” 


Providing for Psychiatric Service 


While it appears from the testimony of the ad- 
ministrators of general hospitals who establish a 
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psychiatric service that it is well received by the 
public and gives the service the public has the 
right to expect, there are certain features that 
should be well considered before providing for the 
psychiatric service. 


Do not plan for too much equipment. Do not 
try to build too much organization. Do not try 
to operate too many rooms or maintain to many 
beds. 


In the larger cities there is usually a resident 
psychiatrist who will be glad to supervise the 
service. All nurses and persons on the services 
should be carefully selected from the standpoint 
of therapeutic service. The nurse in charge 
should have had special psychiatric training. If 
there is none such available, select one of your 
best graduate nurses and send her to one of the 
several schools connected with a psychiatric hos- 
pital for at least a six months’ course of training 
and actual duty with mental patients. Nurses 
who have not had the best psychiatric training 
are likely to have the wrong view of mental pa- 
tients and consequently resort to restraint and 
sedatives instead of desirable therapy in handling 
the patient. 


Doctor William C. Sandy of the Pennsylvania 
Bureau of Mental Health says: “The tardy reali- 
zation of the needs of mental patients has arisen 
largely from the method of development of the 
care of such patients. There is a fundamental 
basis of superstition and fear, relics of the days 
when mental patients were designated ‘lunatics,’ 
and were regarded as subjects of demoniacal pos- 
session. The so-called insane were then, as a 
matter of course, neglected, beaten, chained, ex- 
hibited, locked up in dungeons and otherwise 
abused. Then the inhumanity of such practices 
was appreciated, places of refuge or asylums were 
established where patients might be kept under 
conditions of comfortable custodial care and the 
public relieved and protected from their presence. 
The legal safeguards of commitment and guard- 
ianship of person and property admittedly re- 
quired in a considerable percentage of cases, have 
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further served to emphasize the general impres- 
sion that mental patients are essentially different 
from all other kinds and must be handled in en- 
tirely separate places. Thus, while ‘asylums’ 
have, under the best conditions, become ‘hospi- 
tals,’ there has been built up an almost universal 
belief that the care and treatment of mental pa- 
tients involves more or less segregation, the use 
of walls, locks, bars, mechanical restraint and spe- 
cial appliances, ideas gradually being overcome 
only with extreme difficulty. Such beliefs are also 
the result of neglect of the study of psychiatry 
in the medical schools, for it is only recently that 
adequate courses in mental diseases have been 
made available and these are limited to a few 
schools. Physicians for the most part are not 
well informed either as to mental condition or 
what should be done, and as a rule they are un- 
interested, partially at least, accounting for the 
difficulty in securing satisfactory material for the 
medical staffs of the mental hospitals. 


“The effect of these tendencies has been a gen- 
eral lack of facilities for the early diagnosis, ob- 
servation and treatment of mental patients. As 
a result, there is often a needless prolongation of 
mental disorder and there is commonly incarcera- 
tion in jails or other improper places until com- 
mitment can be consummated. 


“Mental disorder is a much more hopeful con- 
dition than. tradition, past customs, and the pres- 
ent popular belief would lead one to suspect. With 
an average recovery rate of twenty-five per cent 
of all admissions in a well conducted hospital of 
today, a much better prognosis will result as op- 
portunities for the early diagnosis, observation 
and treatment improve. Constant research, with 
thorough general physical and mental examina- 
tion of each patient, are resulting in a growing 
appreciation of the many possible etiological fac- 
tors in mental disorder, both organic and the so- 
called psychic, and the need for prompt and in- 
telligent treatment. We cannot afford to neglect 
either the possibility of focal or specific infections 
as casual factors, or the mental mechanistic the- 
ories of the psychoanalytic school. Where facili- 
ties for the consideration of the various possible 
fields of development and treatment of mental dis- 
ease are available and thoroughly utilized, such 
encouraging results are being obtained that one 
must hesitate to regard as necessarily unfavorable 
even such conditions as dementia praecox and 
general paralysis. In view of the better outlook 
for recovery, the general hospital, usually well 
prepared to delve thoroughly into every etiolog- 
ical aspect and to apply the treatment indicated, 
is surely disregarding its opportunity and respon- 
sibility if the mental patient is neglected.” 
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Types of Cases Admitted to the General Hospital 


Doctor T. J. Heldt of the Henry Ford Hospital, 
Detroit, says of cases handled in 1928: 


“WITH PSYCHOSES 


Senile Psychoses 

Brain Tumor with Psychosis 
Alcoholic Psychoses 

Dementia Praecox 

Psychopathic personality with Psychosis. . 
General Paralysis 

Manic Depressive Psychoses 
Involutional Melancholia 
Paranoid States 

Psychoses with Somatic Disease 
Post Partum Psychoses 
Traumatic Psychoses 

Psychoses with Mental Deficiency 
Undiagnozed Psychoses 


Psychoneuroses 

Symptomatic Mental Depression 

Brain and Nervous Diseases 

Alcoholism 

Arteriosclerosis, Cerebral 

LI ABT CONS) AT a Sa 33 
Epilepsy 

Psychopathic personalities 

Brain Tumor 

Drug Addiction 


100.0 


. Percent 
With Psychoses 17.6 
Without Psychoses 82.4 


Grand Total 100.0” 
Doctor Sandy says again: 


“It has been demonstrated, therefore, that men- 
tal patients may, to a considerable extent, be 
treated under circumstances not greatly different 
from those found in general hospitals. There are, 
however, certain definite phases of mental medi- 
cine in which general hospitals have a responsible 
place. 


“In the first place, general hospitals have an 
excellent opportunity to share in activities for the 
prevention of mental disorder. The out-patient 
mental clinics are most promising prophylactic 
measures. The logical place for such clinics is at 
the general hospital, where the patient or those 
who are concerned about his mental condition, will 
not hesitate to come for consultation. Such a 
clinic in a general hospital will also be in close 
association with other clinics, laboratory and 
other diagnostic facilities, aids which must not 
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be overlooked in arriving at a psychiatric diagno- 
sis. Every general hospital therefore, should, 
when possible, include in its out-patient depart- 
ment, clinics for mental patients. 


“Secondly, the general hospital should be pre- 
pared to afford temporary care until the commit- 
ment procedure may be consummated. For such 
purposes, there should be a quiet, comfortable 
ward or section free from confusion and the in- 
trusion of the curious, where patients may be 
placed under observation, a searching diagnostic 
survey given and energetic treatment initiated. 
(Why should the ordinary mental patient, harm- 
less and innocent of crime, be handled like a hard- 
ened offender, thrown into jail, very likely with 
delusions of persecution becoming more fixed 
under such barbarous treatment, and the inex- 
cusable neglect of possible physical factors need- 
ing immediate attention?) 


“Thirdly, facilities should be provided for the 
longer observation and treatment of certain pa- 
tients where definite physical conditions have 
been found, indicating the need of vigorous inten- 
sive treatment. Many such cases, associated with 
infections more or less obscure, are closely related 
to deliriums of the ordinary hospital toxic infec- 
tive conditions and need not be subjected to the 
so-called stigma of commitment. These patients 
are apt to respond. quickly to such treatment as 
should be available in a general hospital. 


“Although the general hospital has certain op- 
portunities and responsibilities in regard to men- 
tal patients, it must be recognized, however, that 
these cannot be assumed without adequate per- 
sonnel. An experienced psychiatrist is obviously 
needed to take the responsibility of the direction 
of the treatment of the patients. While a resident 
psychiatrist would be the ideal, yet this would 
often be impossible. Competent consultants to 
serve on the visiting staff can usually be found 
in the larger cities. Elsewhere, special arrange- 
ments can often be made for a physician on the 
staff of the nearest mental hospital to serve in 
that capacity. 


“Under the best of conditions, the general hos- 
pital should limit its psychiatric activities to the 
emergency case, the temporary care pending com- 
mitment, the observation case and the acute pa- 
tient, with definite physical symptoms indicating 
active treatment and probable short duration. The 
general hospital is not, as usually constituted, pre- 
pared to provide prolonged treatment, being lack- 
ing in such essentials as sufficient units for the 
proper classification of mental patients, sufficient 
day space in the buildings and grounds about, and 
facilities for work, play and exercise. 


“Certain s»ecial treatment facilities are re- 
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quired, such as hydro- and electro-therapeutic ap- 
pliances, occupational therapy, methods of recre- 
ation and exercise, but these are features which 
are also of value in general hospitals. 


“Aside from the very evident advantage to the 
mental patient, psychiatric wards or departments 
in general hospitals serve to complete the facili- 
ties, the modern tendency being rather to combine 
the specialties than to establish separate places 
for each one. Furthermore the wards for mental 
patients provide a needed opportunity for the in- 
struction of both interns and nurses. ‘The study 
of mental disease has become essential to the 
training of the well-rounded physician and 
nurse.’ ” 


According to Doctor Hamilton, speaking before 
the Standardization Committee of the American 
College of Surgeons: 


“Patients for whom the easiest admission is 
gained to such a service are the psychoneurotics 
with their palsies or their panics or their com- 
pulsive states, the delirious patients that have 
developed their disorders on other services, and 
patients with obvious neurological disabilities. 
Since it is often difficult to differentiate schizo- 
phrenia from an hysterical or compulsive neuro- 
sis, the quieter schizophrenes will soon be accepta- 
ble to everybody in the general hospital. Since 
manic patients may be less difficult to care for 
than are some restless delirious patients, one may 
sometimes find space for a well managed manic. 
Retarded manics are commonly thought by the 
laity and by many physicians to have psychoneu- 
roses, so they are acceptable in such a service. 
Since many patients with general paresis are not 
difficult to manage under proper nursing, the gen- 
eral hospital is already willing to accept them for 
fever treatment: they display some disturbances 
of gait or other muscular function rather than 
obtrusive mental symptoms. So the circle widens. 


“Let it be granted at this point that mistakes 
might be made and that thoroughly undesirable 
patients might be accepted by an over-enthusias- 
tic psychiatrist or an uninformed intern assistant. 
Such mistakes need not be made and, so far as I 
can learn from my friends, very few such mis- 
takes have been made. Improper cases may have 
to be sent away. Improper cases are already sent 
away from other services without causing any 
particular stir. 


Physical Therapy 


The psychiatrist usually has a keen apprecia- 
tion of the benefits of physical therapy. Skillful 
use of the prolonged bath is sometimes the envy 
of other specialists who wish to use similar pro- 
cedures. The psychiatrist is usually well ac- 
quainted with several forms of electrotherapy, 
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heat therapy, occupational therapy, the restora- 
tive value of organized sports. A psychiatric 
service that has such facilities is soon called upon 
by the chiefs of other services to take some of 
their patients in or to let some of the special ther- 
apists go to other services. Such an interchange 
is wholly healthy and desirable. 


Mention may be made of some of the modern 
scientific installations that simplify the problems 
of nursing: the prolonged bath given in a portable 
tub, as described by Dr. Heldt, or more simply in 
a room especially arranged, air conditioning, 
which greatly reduces the restlessness and incli- 
nation to expressions of noisy dissatisfaction 
when muggy weather overtakes the community, 
sound deadening by celotex or special silencers or 
other mechanical devices on the windows, and 
double doors with a resulting air lock, specially 
strong fly screens giving just that measure of se- 
curity to the windows that will save the adminis- 
tration some worry. 


It is a pleasure to present a list of general hos- 
pitals now maintaining psychiatric services. 
There are other hospitals that maintain, and 
admit that they maintain, psychiatric service, but 
only for patients who can be cared for in medical 
or other wards. 


General Hospitals Maintaining Psychiatric 
Services 


Albany Hospital, Albany, New York 

Bellevue Hospital, New York City 

Bishop Clarkson Memorial Hospital, Omaha, Nebraska 

Charles V. Chapin Hospital, Providence, Rhode Island 

Cincinnati General Hospital, Cincinnati, Ohio 

Cleveland City Hospital, Cleveland, Ohio 

Cook County Hospital, Chicago, Illinois 

Creighton Memorial St. Joseph’s Hospital, Omaha, 
Nebraska 

Douglas County Hospital, Omaha, Nebraska 

Fresno County General Hospital, Fresno, California 

Gallinger Municipal Hospital, Washington, D. C. 

Good Samaritan Hospital, Cincinnati, Ohio 

Grasslands Hospital, Valhalla, New York 

Henry Ford Hospital, Detroit, Michigan 

Indianapolis City Hospital, Indianapolis, Indiana 


John Sealey Hospital, Galveston, Texas 

Jersey City Hospital, Jersey City, New Jersey 

Johns Hopkins Hospital, Baltimore, Maryland 

Kansas City General Hospital, Kansas City, Missouri 

Kings County Hospital, Brooklyn, New York 

Letterman General Hospital, San Francisco, California 

Los Angeles County General Hospital, Los Angeles, 
California 

Massachusetts General Hospital, Boston, Massachuseti 

Mounds Park Hospital, St. Paul, Minnesota 

Nebraska Methodist Episcopal Hospital, Omaha, 
Nebraska 

Newark City Hospital, Newark, New Jersey 

New Haven Hospital, New Haven, Connecticut 

New York Hospital, New York City 

Parkland Hospital, Dallas, Texas 

Philadelphia General Hospital, Philadelphia, 
Pennsylvania 

Rochester Municipal Hospital, Rochester, New York 

St. Francis Hospital, Pittsburgh, Pennsylvania 

San Francisco Hospital, San Francisco, California 

State Psychopathic Hospital, University of Iowa, Iowa 
City, Iowa 

University of Michigan Hospital, Ann Arbor, Michigan 

University of Minnesota Hospital, Minneapolis, 
Minnesota 

Walter Reed General Hospital, Washington, D. C. 


In conclusion, may I quote from a recent pre- 
diction by Doctor Salmon: 


In the future “the isolation of the insane will 
be regarded as an absurdity of another age, hav- 
ing nothing but prejudice for its foundation. Suit- 
able wards in our general hospitals will be as 
freely open to the mentally sick who desire to 
be cured as they are now to the physically sick. 
When mental phenomena are encountered in the 
study or treatment of disease, they will be as 
thoughtfully and frankly regarded as any other 
phenomena. Fear, anxiety, compulsive ideas, 
emotional disorders and anomalies of conduct and 
of feeling will be, in fact, and not merely by im- 
plication, medical problems. They will be studied 
from whatever angle the most light can be thrown 
on them, instead of being forced into traditional 
categories or ignored if this process requires too 
much violence for a gentle art.” 


So in providing facilities for treating the pa- 
tient, let us not forget the whole man. 





A New Convalescent Day Camp 


The New York City Department of Hospitals 
recently opened its Convalescent Day Camp, the 
first of its kind in the United States. This camp 
covers thirteen acres and comprises eight shelters 
to accommodate three hundred patients daily. 


The camp was designed exclusively for ambu- 
latory patients between the ages of twelve and 
sixty. Admission to the camp will be made on 
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application by hospitals, clinics and welfare 
agencies to the admitting physician. 


The camp was dedicated on June 29, and Doc- 
tor 8S. S. Goldwater, Commissioner of Hospitals 
of New York City, presided. Addresses were made 
by Mayor LaGuardia, Doctor Herbert R. Wildox, 
director of the New York Academy of Medicine, 
and others. 
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Newspaper Cooperates With Hospital in 
Public Relations Program 


"Aisles of Hope" Series Describes Knox Hospital's 





paper in a town of less than 10,000 people 
on the shores of Penobscot Bay in the 
State of Maine are setting an example of how to 
build good public relations that could well be emu- 
lated in every community which has a hospital. 


A 73-BED hospital and a triweekly news- 


The hospital is the Knox County General Hos- 
pital and the newspaper is The Courier-Gazette 
of Rockland, Maine. Under the apt title, “Aisles 
of Hope,” the newspaper is publishing a series of 
articles on hospital operation, from the viewpoint 
of the local public and the prospective patient. 
The subtitle reads, “An Informal Chat About 
Knox Hospital—Its Purpose and Aims,” and it 
is this informality—an unpretentious sounding 
way of telling what the hospital is doing, in lan- 
guage which would interest and be understood 
by everybody in the community—that is the 
charm of the articles. Yet no information creeps 
in that is not thoroughly checked for technical 
accuracy by the president of the hospital board, 
the superintendent, and the department or spe- 
cial personnel that may be involved in the par- 
ticular branch of service. Well authenticated 
facts are presented, even though they are not 
couched in technical style. 


Launching the Project 


The series came about, we are told, through the 
suggestion of President William T. White of the 
hospital board, to F. A. Winslow, associate editor 
of the newspaper. President White, it seems, was 
not entirely satisfied with the feeling of the resi- 
dents of the community toward the hospital. He 
felt that the hospital could do more for them if 
the institution could somehow or other be turned 
inside out and its workings exposed. He wanted 
more understanding, interest, confidence, and co- 
operation. Here was an institution which could 
be improved and render better service only if its 
problems and its aims were more generally recog- 
nized and appreciated. How could its needs be 
presented to those who could help? 


President White thought of the home town 
newspaper, of course. What is more carefully 
read, more thoroughly digested, than the news 
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and comment on local affairs in the community 
press? He approached editors W. O. Fuller and 
F. A. Winslow with the idea of presenting a series 
of articles “in an effort to better acquaint the 
community with the facilities offered by their 
health center and to establish a bond of common 
interest and cooperation between the public and 
the hospital authorities,” to use Mr. Winslow’s 
words. The editors were receptive. They agreed 
with President White that a lay writer could treat 
the subject in a more interesting way, probably, 
with proper supervision by hospital authorities, 
than could a person on the hospital staff who, 
naturally, would be more technically minded. So 
they assigned a member of the newspaper staff, 
Kay McDonald, to write the series. Thus the 
project to win public good will for Knox Hospital 
was launched. 


Solicitation of Interest 


Direct solicitation of interest was made in the 
opening paragraphs of the first article: 


“As a ray of sunshine through darkened paths 
of dread shines forth the light of medical science, 
dedicated to humanity, alive to its needs and 
sworn to serve in steadfast zeal, be the summons 
what it may. Applying the principle to home 
ground, consider the Knox Hospital, worthy 
county institution and alertly ‘at attention’ the 
clock around. 


“A closer bond of knowledge and understand- 
ing as between the general public and its haven 
of health is earnestly desired among the hospital 
authorities. Extending a hand in appeal for sym- 
pathetic comradeship and a united cause, the 
Knox staff offers gladly to allay whatever appre- 
hension may exist in the lay mind, by daily dem- 
onstrations of its scientific routine, accompanying 
the processes with detailed explanations. No 
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longer is the profession hedged about by a mys- 
terious language of its own, this antiquated condi- 
tion being now replaced by straightforward bids 
for general insight and cooperation on the part 
of Mr. and Mrs. Common Citizen and family.” 


In this article the reader is taken on a quick 
tour of the hospital, and an argument for the 
small hospital, the hospital in one’s own home 
town, is interjected: 


“Owing to its relatively small size, there is pos- 
sible a personal and more intimate contact be- 
tween patient and staff than could be secured in 
a large city clinic; in other words, at the Knox, 
Mrs. Citizen, with her appendix, is not merely an- 
other ‘case’—she is a distinct individual and prob- 
ably known or known of, through community af- 
filiations. In convalescence this feature is par- 
ticularly important, as also is the point of being 
near relatives and friends.” 


Hospital Routine Procedure 


Having introduced Mrs. Citizen as an appendi- 
citis patient, the writer then takes her through 
the routine of admission and ward or room assign- 
ment, not neglecting the financial aspects. Labora- 
tory facilities and routine, including the qualifica- 
tions of the laboratory technician, are described 
in the next article, which concludes with the state- 
ment: 


“No laboratory test need ever alarm the patient, 
as very little, if any, discomfort is ever caused.” 


X-Ray Service 


The third article, which is illustrated by a pho- 
tograph, describes the personnel, equipment, and 
functions of the x-ray service, with the introduc- 
tory statement: 


“Although x-ray work has developed noticeably 
and is yearly increasing in scope, the public is not 
yet fully conscious of the advantages to health 
afforded by this facility.” 


Treatment of Broken Bones 


The treatment of broken bones is covered quite 
vividly in the fourth installment, which is illus- 
trated by a couple of line drawings. The regional 
fracture committees established by the American 
College of Surgeons are mentioned as standard 
setters in the fracture treatment field, and it is 
stated that members of Knox Hospital staff be- 
long to the Maine committee and “thus are in a 
position to take advantage of this valuable con- 
sultation service.” 


The article continues: “With proper first aid 
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and early medical attention, pain and discomfort 
of an injury can be eliminated to a great extent 
and the dread which a patient may have may be 
found totally unnecessary. By the use of gentle- 
ness, early and skilled care, and good anesthesia 
such as may be found in a hospital, even the most 
severe accidents may be handled with little cause 
for apprehension on the part of the injured.” 


A little anatomy, physiology, and pathology are 
injected into this article without making it heavy 
reading—just enough of the physical basis of bone 
structure and of the elements of treatment of 
fractures to dissolve the mystery somewhat and 
to dispel alarm in case one should later be in an 
accident and suffer broken bones. 


“Though bone cases are prone to long, tedious 
hospitalization,” the writer declares, “there is a 
surprising cheeriness about the persons thus af- 
flicted. Having become accustomed to the daily 
routine and learned that the attendants and nurses 
are friendly and human as well as efficient, the days 
lose their expected dreariness and take on chang- 
ing interest. Always there is someone within sum- 
mons who will pleasantly pass the time of day or 
supply those little personal attentions which take 
the edge off boredom and bring a lift to drooping 
courage.” The general procedure of applying a 
cast is described with this concluding comment, 
“The process is somewhat lengthy and ‘a fussy 
job,’ but it is in nowise painful and the object of 
the manipulations may even smoke if he so de- 
sires.” 


Dual Responsibilities of the Hospital 


In the fifth installment an article entitled “Role 
of the Small Hospital in the Rural Community” 
by Adelyn Daulton of St. Joseph’s Hospital in Bel- 
lingham, Washington, is reprinted from the May 
issue of HOSPITALS, “because the subject mat- 
ter is so definitely applicable to this county’s insti- 
tution.” This article covers nursing education, 
public health service and education, social service 
work and adequate medical and surgical care. 


The operating room, dietetic service, housekeep- 
ing, laundry and out-patient departments, with 
mention of the hospital auxiliary, are covered in 
the sixth and seventh articles of this series. The 
training of nurses in the hospital’s school of nurs- 
ing is described in the eighth instalment, which 
includes among several striking comments on qual- 
ifications of the nurse, the following: 


“The ideal nurse is somewhat of a hybrid—a 
cross between a saint and a scholar, with a bal- 
ancing streak of sheer humaneness. Every known 
nicety of personal development having been lime- 
lighted and recommended during her nursing 


HOSPITALS 





course, the result is, in the best cases, a well 
rounded, strong nature representing the essence 
of clean living.” 


The final sentence of one of these articles, which 
are to be continued indefinitely, reads: 


“Authorities of Knox Hospital are conscious 
not only of a grave responsibility to patients, but 
also of the necessity to co-operate with the city 
merchants and citizens to whom in great degree 
they are indebted for the maintenance of the in- 
stitution.” 


“What effect is this openly declared conscious- 
ness of its dual responsibilities having upon Knox 
Hospital? Associate Editor Winslow of The 
Courier-Gazette answers the question in these 
words: 


“The reaction of the readers has been favorable 
and there is cause to believe that the series has cor- 
rected certain erroneous impressions in regard to 
hospital requirements. Knowledge of what to ex- 
pect on entrance, the routine, treatments, general 
care, etc., will, it is hoped, allay any apprehension 
on the part of prospective patients; and thus, com- 
prehending the functions of their community med- 
ical haven, they may be impelled to favor it with 
their moral and financial support. Health-minded 
citizens and a progressive hospital adequately 
financed are the direct aims in view.” 


The Key to Hospital—Community Understanding 
and Improvement 


Wouldn’t you like to have a hospital-conscious 
editor like that in your town? The difficult prob- 
lems of hospital public relations and support seem 
to melt away before a cooperative spirit between 
hospital and press like that which is being mani- 
fested in Rockland. Such a spirit, if it does not 
already exist, can be cultivated. The injured and 
the sick would be much better served if it were 
universal, because maximum serviceability de- 
pends upon mutual understanding and coopera- 
tion between hospital and public. The people serv- 
ing in the hospital need to be humanized to those 
without, and the people without need to be hu- 
manized to those within, in every community in 
the land, by means of just such a series of articles 
revealing both viewpoints as the editors of The 
Courier-Gazette are furnishing the people of Rock- 
land. 


It is needless to say that upon the hospital 
which thus strives directly to win public confi- 
dence and support devolves a deeper responsibility 
to raise its standards in every branch of service. 
Striving for higher public esteem furnishes the 
best of incentives to strive for higher quality of 
work in order to merit such esteem. When you 
try to interpret yourself to the public, you gain 
also the key to self-understanding and self- 
improvement. 


> —____. 


Faculty and Students of the First New York Institute 
for Hospital Administrators 


August, 1939 





Program of Seventh Institute Conducted 
by American Hospital Association 


University of Chicago, September 5-16, 1939 


stitute for Hospital Administrators, to be 

held at the University of Chicago, Septem- 
ber 5 to 16, have been announced by Dr. Malcolm 
T. MacEachern, Director of the Institute. 


The Institute, which will center in Judson Hall 
on the University of Chicago campus, will be con- 
ducted, as before, by the American Hospital As- 
sociation, with the cooperation. of the University 
of Chicago, the American College of Surgeons, 
the American Medical Association, the American 
College of Hospital Administrators, the Chicago 
Hospital Council, and twenty-one hospitals in the 
Chicago metropolitan area. 


F itse tor plans for the Seventh Annual In- 


The program, including lectures, seminars, dem- 
onstrations and round tables, has been scheduled 
as follows: 


Program 


Tuesday, September 5 


G. HARVEY AGNEW, M. D., Toronto; President, 
American Hospital Association, Presiding 


9:00-9:30 A.M. 
REGISTRATION 


9:30-10:30 A.M. 
OFFICIAL GREETINGS TO MEMBERS OF THE 
INSTITUTE 

G. Harvey Agnew, M.D., Toronto; President, Amer- 
ican Hospital Association; Secretary, Department of 
Hospital Service, Canadian Medical Association 

Bert W. Caldwell, M.D., Chicago; Executive Secretary, 
American Hospital Association ' 


GENERAL INSTRUCTIONS TO MEMBERS OF THE 
INSTITUTE 
Malcolm T. MacEachern, M.D., C.M., Chicago; Direc- 
tor, Institute for Hospital Administrators 


10:30-12:00 A.M. 


LECTURE: THE ORGANIZATION OF THE HOSPITAL 
IN GENERAL 

G. Harvey Agnew, M.D., Toronto; President, Amer- 
ican Hospital Association; Secretary, Department of 

Hospital Service, Canadian Medical Association 

2:00-4:30 P.M. 
Demonstrations 
AUGUSTANA HOSPITAL 
Coordinator: E. I. ERICKSON, Superintendent 


A Central Service for Surgical Dressings 
Conducted by Agnes Hanson, R.N., Supervisor 


B 


Rehabilitation and Modernization of the 
X-ray Department 
Conducted by David S. Beilin, M.D., Radiologist 


Management of the Pharmacy Service 
Conducted by Frances Douglas, R.Ph., Pharmacist 


Laundry Equipment and Laundry Service 
Conducted by E. I. Erickson, Superintendent 


GRANT HOSPITAL OF CHICAGO 
Coordinator: CLINTON F. SMITH, Administrator 


Central Stores System; Purchasing 
Conducted by Roland A. Scott, Department: Head 


Medical Records Department; Training 
Course for Medical Records Librarians 
Conducted by Edna K. Huffman, Department Head 


Management of Central Treatment Service 
Conducted by Margaret Karsten, Supervisor of 
Service 


Organization and Management of the Nur- 
sing Service 

Conducted by Elizabeth C. Wivel, R.N., Director of 
Nursing 


PRESBYTERIAN HOSPITAL OF CHICAGO 
Coordinator: ASA S. Bacon, Superintendent 


Business Methods—Accounting, Purchasing, 
Income, Charges, Control 

Conducted by Herman Hensel, Assistant Superin- 
tendent, and Leslie D. Reid, Auditor 


Bibliotherapy—Organization and Manage- 
ment of Patients’ Library 
Conducted by Selma Lindem, Director of Department 


Management of Information and Telephone 


Services 
Conducted by Helen Losand, Chief Telephone 
Operator 


Control of Visitors to Patients 
Conducted by Theodore Primis, Information Clerk 


Housekeeping 
Conducted by Bernice Stein, Director of Housekeeping 


ST. JOSEPH HOSPITAL 
Coordinator: SIsTeR Z1TA, A.M., Administrator 


Organization and Management of the Obstet- 
rical Department; Rehabilitation of the 
Physical Plant 

Conducted by Clyde Geiger, M.D., Chief of Obstetri- 
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cal Staff, and Emily Marcoulier, Supervisor of Ob- 
stetrical Department 


B Operating Room Management, Technique and 
Procedures; Rehabilitation of the Physical 
Plant 
Conducted by Sister Delphine, R.N., B.S., Supervisor 
of Surgical Department 


Medical Records; Alphabetical Nomenclature; 
Training Course for Medical Records 
Librarians 

Conducted by Inez Byars, R.N., R.R.I., Medical 
Records Librarian 


D Food Administration 
Condueted by Sister Rufina, R.N., B.S., Chief Dietitian 
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7:00-8:30 P.M. 
Round Table Conference 
Conducted by Malcolm T. MacEachern, M.D., 
C.M., Associate Director, American College of 
Surgeons; and Robin C. Buerki, M.D., Director of 
Study, Commission on Graduate Medical Educa- 
tion; Assisted by Visiting Lecturers and Admin- 
istrators of Local Hospitals 


Wednesday, September 6 


ASA S. BACON, Chicago; Superintendent, Presby- 
terian Hospital of Chicago, Presiding 


9:00-10:15 A.M. 
LECTURE: THE ROLE OF THE HOSPITAL IN GRAD- 
UATE MEDICAL EDUCATION 
Robin C. Buerki, M.D., Chicago; Director of Study, 
Commission on Graduate Medical Education; Presi- 
dent, American College of Hospital Administrators 


10:30-12:00 A.M. 


LECTURE: HOSPITAL ETHICS 
Malcolm T. MacEachern, M.D., C.M., Chicago; As- 
sociate Director, American College of Surgeons; 
President, International Hospital Association: 


2:00-4:30 P.M. 
Demonstrations 
COOK COUNTY HOSPITAL 
Coordinator: GEN. MANUS McCLOSKEY, Warden 


A The Integration of the Psychiatric Depart- 
ment in a General Hospital 
Conducted by Francis J. Gerty, M.D., Medical Di- 
rector of Psychopathic Division 


BA Modern Nurses’ Home; Teaching Facilities 
in a School of Nursing 
Conducted by Ada S. Crocker, R.N. Director of 
School of Nursing 


C Organization, Management and Professional 
Responsibilities of the Pediatrics Division of 
a General Hospital 
Conducted by Maurice L. Blatt, M.D., Chief of 
Pediatrics Division; Assisted by Albert Stein, M.D., 
Resident Assistant Superintendent 


August, 1939 


UNIVERSITY OF CHICAGO CLINICS 
Coordinator: NELLIE GorGas, M.A., Assistant to the 
Director 


A Anesthesia 
Conducted by Huberta Livingstone Adams, M.D., 
Chief Anethetist 


B_ Operating Room Management and Technique 
Conducted by Dorothy Schmidt, R.N., Supervisor of 
Operating Rooms 


C Preparation and Management of Parenteral 


Solutions 
Conducted by Reo J. Marcotte, M.D., Atcting Medical 
Assistant to the Director 


WESLEY MEMORIAL HOSPITAL 
Coordinator: tk R. SNypgER, Acting Superintendent 


A Practical Problems in Anesthesia and Oxygen 


Therapy 
Conducted by Mary Karp, M.D., Chief Anesthetist 


B_ Food Serviee 
Condueted by Elizabeth H. Tuft, Ph.B., Executive 
Dietitian 

C Obstetrical Procedures in Compliance with the 
Regulations of the Health Department 
Conducted by Bertha L. Knapp, R.N., Director of 


Nursing Service, and Bess I. Cooley, R.N., Super- 
visor of Obstetrical Department 


D_ Business Methods 
Conducted by Edward Rowlands, Assistant Superin- 
tendent 


WEST SUBURBAN HOSPITAL 
Coordinator: L. C. VONDER HEIDT, Superintendent 


A Management of the Newborn 
Conducted by Leonora Schulze, Birthroom Supervisor, 
and Mary Moley, Supervisor of Nursery 


B_ Palmprint Identification 
Conducted by Gilbert P. Pond, M.D., Neurologist 


C Modern Pediatric Department in a General 
Hospital 
Conducted by L. C. Vonder Heidt, Superintendent 


D Maintenance of the Physical Plant and Engi- 


neering 
Conducted by David Patterson, Chief Engineer 


7:00-8:30 P.M. 
Round Table Conference 
Conducted by Robin C. Buerki, M.D., Director of 
Study, Commission on Graduate Medical Educa- 
tion; and Malcolm T. MacEachern, M.D., C.M., 
Associate Director, American College of Sur- 
geons; Assisted by Visiting Lecturers and Admin- 
istrators of Local Hospital 
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Thursday, September 7 


ALBERT H. SCHEIDT, Chicago; Executive Director, 
Chicago Hospital Council, Presiding 


9:00-10:15 A.M. 
LECTURE: BASIC PRINCIPLES OF A PUBLIC RELA- 


TIONS PROGRAM 
William V. Morgenstern, Chicago; Director of Press 
Relations, University of Chicago 


10:30-12:00 A.M. 
LECTURE: HOSPITAL PERSONNEL—MANAGEMENT 


AND SPECIAL PROBLEMS 
James A. Hamilton, New Haven; Superintendent, 
New Haven Hospital. 


2:30-5:00 P.M. 
Demonstrations 
EVANSTON HOSPITAL 
Coordinator: ADA BELLE McCLEERY, R.N., Superintendent 


Study Tour of the Hospital, with Special Ref- 
erence to Department Management and Public 
Relations 


A Decoration and Modernization of Old 
Buildings 
Conducted by Ada Belle McCleery, R.N., 
Superintendent 


Demonstration of Mushroom Presses 
Conducted by Harold Williams, Laundry Manager 


Meeting Community Needs as Illustrated in 
the Out-patient Department, Staff Offices, and 
Emergency Rooms 

Conducted by Sister Adele Meiser, Hospital] Admin- 
istrator Intern 

Practical Application of Public Relations 


Conducted by Graham F. Stephens, Jr., Assistant 
Superintendent 


Pharmacy 
Conducted by Mabel Newquist, Pharmacist 


6:30-8:00 P.M. 


Round Table Conference 


Conducted by Ada Belle McCleery, R.N., Evans- 
ton; Superintendent, Evanston Hospital; Assisted 
by Staff 


Friday, September 8 


ARNOLD F. EMCH, Ph.D., Chicago; Assistant Sec- 
retary, American Hospital Association, Presiding 


9:00-10:15 A.M. 
SEMINAR: HOSPITAL PERSONNEL—MANAGEMENT 
AND SPECIAL PROBLEMS 


James A. Hamilton, New Haven; Superintendent 
New Haven Hospital 


10:30-12:00 A.M. 


LECTURE: MAINTENANCE OF THE PHYSICAL PLANT 
H. V. Mansfield, Nashville, Assistant Superintendent, 
Department of Buildings, Vanderbilt University 


A 


2:00-4:30 P.M. 
Demonstrations 
HENROTIN HOSPITAL 
Coordinator: VERONICA MILLER, Administrator 


Office Management 
Conducted by Henrietta Drager, Ph. B., Office 
Manager 


Central Food Service 
Conducted by Helen Mae Bryan, B.S., Dietitian 


Central Control of Supplies 
Conducted by Catherine Bindel, R.N., Supervisor of 
Department 


Housekeeping 
Conducted by Mildred Page, Executive Housekeeper 


MICHAEL REESE HOSPITAL 
Coordinator: WALTER MEZGER, Associate Director 


Personnel Management 

Conducted by George Peck, Personnel Director 
Clinic Management and Medical Social 
Service 

Conducted by E. McConnell, Director of Mandel Clinic, 
and Lenora Rubinow, Director of Social Service 
Nursing Service 

Conducted by Margaret Carrington, Director of 
School of Nursing and Nursing Service 
Anesthesia Service 

Conducted by B. B. Lennon, M.D., Director of 
Anesthesiology 


ST. ELIZABETH HOSPITAL 


Coordinator: SisteER M. ADOLPHINE, R.N., Superior 


Obstetrical Department in a General Hospital 
Conducted by J. R. Lavieri, M.D., F.A.C.S. Chief of 
Obstetrical Department 

Set-Up for a Major Operation — Supplies, 
Facilities, Personnel 

Conducted by M. G. Luken, M.D., F.A.C.S., Chief of 
Executive Board and Surgical Staff 

Central Supply Service 

Conducted by Sister M. Margaritis, R.N., B.S., 
Instructor of Nursing Arts 

Special Features of a Comparatively New 
Hospital—New Nursery Technique 

Conducted by Marie Dalton, R.N., Supervisor of 
Nursery 


ST. LUKE’S HOSPITAL 
Coordinator: CHARLES A. WORDELL, Director 


Business Methods—Accounting, Purchasing, 
Stores, Preparation of Budget, Monthly 
Reports 

Conducted by F. T. Muncie, Comptroller 
Equipment and [Trocedures for: Dressing 
Cart; Modified Wangensteen or Gravity Suc- 
tion 

Conducted by Eve'n van de Steeg, Supervisor of 
Surgical Nursing 
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C Set-Up in Major Operating Rooms, with Spe- 
cial Reference to Personnel; Blood Trans- 
fusions 
Conducted by Marie Ante, Operating Room 
Supervisor 


7:00-8:00 P.M. 
AMERICAN HOSPITAL ASSOCIATION HEADQUARTERS 
LECTURE: HOSPITAL ACCOUNTING 
C. Rufus Rorem, Ph.D., C.P.A., Chicago; Director, 
Commission on Hospital Service, American Hospital 
Association 


8:00-8:30 P.M. 
ROUND TABLE CONFERENCE: HOSPITAL ACCOUNT- 


ING 
Conducted by C. Rufus Rorem, Ph.D., C.P.A. 


Saturday, September 9? 


WILLIAM H. WALSH, M.D., CHICAGO; HOSPITAL 
CONSULTANT, PRESIDING 


9:00-10:15 A.M. 


SEMINAR: MAINTENANCE OF THE PHYSICAL PLANT 
H. V. Mansfield, Nashville; Assistant Superintendent, 
Department of Buildings, Vanderbilt University 


10:30-12:00 A.M. 


LECTURE: THE SMALL HOSPITAL—ORGANIZATION, 
MANAGEMENT AND SPECIAL PROBLEMS 
Charles A. Lindquist, Elgin; Superintendent, Sher- 
man Hospital 


2:00-4:30 P.M. 
Group Conferences (Optional ) 
Discussion of Special Problems as Requested by 
Members of the Institute 


Coordinator: MALCOLM T. MAcEACHERN, M.D., C.M., 
Director of the Institute for Hospital Administrators 


SUBJECTS—CONSULTANTS 
Administrative Practices 
L. C. Vonder Heidt, Chicago; Superintendent, West 
Suburban Hospital 


Anesthesia 
B. B. Lennon, M.D., Chicago; Director of Anesthesi- 
ology, Michael Reese Hospital 


Clinical Laboratory 
Josiah J. Moore, MD., Chicago; Clinical Pathologist 


Education and Training for Hospital Executives 
Gerhard Hartman, Chicago; Executive Secretary, 
American College of Hospital Administrators 


Food Service 
Beulah Hunzicker, Chicago; Chief Dietitian, Presby- 
terian Hospital 


Hospital Planning; Construction; Air Condition- 
ing; Maintenance; Other Physical Aspects 


William H. Walsh, M.D., Chicago; Hospital 
Consultant 
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Hospital Public Relations 
Arnold F. Emch, Ph.D., Chicago; Assistant Secretary, 
American Hospital Association 


Hospital Standardization Problems 
Earle W. Williamson, M.D., Chicago; Assistant Di- 
rector, American College of Surgeons 


Internships and Residencies 
William D. Cutter, M.D., Chicago; Secretary, Coun- 
cil on Medical Education and Hospitals, American 
Medical Association 


Management of Communicable Diseases 
Archibald L. Hoyne, M.D., Chicago; Superintendent, 
Municipal Contagious Disease Hospital 


Sunday, September 10 
10:00-12:00 A.M. 
Group Conferences (Optional ) 
Discussion of Special Problems as Requested by 
Members of the Institute 


Coordinator: MALCOLM T. MAcEACcHERN, M.D., C.M., Di- 
rector of the Institute for Hospital Administrators 


SUBJECTS—CONSULTANTS 
Management of Tuberculosis 
Leo M. Czaja, M.D., Chicago; General Superintendent, 
Municipal Tuberculosis Sanatorium 


Medical Social Service 
Mary M. Maxwell, Chicago; Executive Secretary, 
American Association of Medical Social Workers 


Nursing Problems 
Lenore Tobins, R.N., Chicago; Chief Nurse, Research 
and Educational Hospitals 


Out-patient Department 
Nellie Gorgas, M.A., Chicago; Assistant to the Direc- 
tor, University Clinics, University of Chicago 


Oxygen Therapy 
M. Herbert Barker, M.D., Chicago; Assistant Pro- 
fessor of Medicine, Northwestern University Medical 
School 


Personnel Problems 
Arnold F. Emch, Ph.D., Chicago; Assistant Secre- 
tary, American Hospital Association 


Physical Therapy 
John §S. Coulter, M.D., Chicago; Associate Professor 
of Physical Therapy, Northwestern University Medi- 
cal School 


Professional Accounting 
Thomas R. Ponton, M.D., Chicago; Editor, Hospital 
Management 


Utilities 
Leland J. Mamer, Evanston; Chief Engineer, 


Evanston Hospital 


X-ray Service 
Maximilian J. Hubeny, M.D., Director, Department 
of Roentgenology, Cook County Hospital 
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Monday, September | | 


CLINTON F. SMITH, Chicago; Administrator, 
Grant Hospital of Chicago, Presiding’ 


9:00-10:15 A.M. 
SEMINAR: THE SMALL HOSPITAL—ORGANIZATION, 
MANAGEMENT, SPECIAL PROBLEMS 
Chares A. Lindquist, Elgin; Superintendent, Sherman 
Hospital 


10:30-12:00 A.M. 
LECTURE: BUSINESS MANAGEMENT — BUSINESS 
METHODS—PROBLEMS OF FINANCING 


Fraser D. Mooney, M.D., C.M., Buffalo; Superin- 
tendent, Buffalo General Hospital 


2:00-4:30 P.M. 
Demonstrations 
COOK COUNTY HOSPITAL 
Coordinator: GEN. MANUS McCLOsKEY, Warden 


Central Control of Parenteral Solutions 
Conducted by Leonard H. Weissman, M.D., Resident 
Assistant Superintendent 


Preservation and Use of Medical Records in a 
Large Hospital 

Conducted by Stella Ford Walker, Medical Record 
Librarian 

Organization and Management of a Blood 
Bank Service 

Conducted by Elizabeth Schirmer, M.D., Director of 
Blood Preservation Laboratory 


MOUNT SINAI HOSPITAL 
Coordinator: STEPHEN MANHEIMER, M.D., Director 


A Medical Staff Organization and Administra- 
tive Control 
Conducted by Stephen Manheimer, M.D., Director 


B_ Clinical Laboratory—Organization, Manage- 
ment and Service 


Conducted by I. Davidsohn, M.D., Director of 
Laboratories 


C—Business Management—Accounting, Purchas- 
ing and Revenue 


Conducted by Nathan W. Helman C.P.A. Office 
Manager 


RAVENSWOOD HOSPITAL 
Coordinator: J. DEwEY LutEs, Administrator 


General Administration of a 200-Bed Hospital 
Conducted by J. Dewey Lutes Administrator 


Office Management 
Conducted by J. Dewey Lutes, Administrator, and 
George Swanson, Comptroller 


Medical Records 


Conducted by Helena Bender, Record Librarian 


Medical Library 


Conducted by Leonora Perry, Medical Librarian 


RESEARCH AND EDUCATIONAL HOSPITALS 


Coordinator: MAJOR H. WORTHINGTON, M.D., 
Managing Officer 


Medical Records—Soundex System of Filing 
Conducted by Lydia C. Conrad, Record Librarian 


Department of Psychiatry in a General 
Hospital 

Conducted by David Levitin, M.D., Senior Resident 
Physician 

Central Supply Department and Central Linen 


Exchange 
Conducted by Lenore Tobins, R.N., Chief Nurse 


Tour Through Orthopedic Hospital 
Conducted by Antoinette J. Radek, R.N., Assistani 
Chief Nurse 


Film—Shock Treatment 


Shown under Supervision of David Levitin, M.D., 
Senior Resident Physician 


7:00-8:30 P.M. 
Round Table Conference 
Conducted by Malcolm T. MacEachern, M.D., 
C.M., Associate Director, American College of 
Surgeons; and Robin C. Buerki, M.D., Director of 
Study, Commission on Graduate Medical Educa- 
tion; Assisted by Visiting Lecturers and Adminis- 
trators of Local Hospitals. 


Tuesday, September 12 


J. DEWEY LUTES, Chicago; Administrator, 
Ravenswood Hospital, Presiding 


9:00-10:15 A.M. 
SEMINAR: BUSINESS MANAGEMENT — BUSINESS 
METHODS—PROBLEMS OF FINANCING 


Fraser D. Mooney, M.D., C.M., Buffalo; Superin- 
tendent, Buffalo General Hospital 


10:30-12:00 A.M. 

LECTURES: MEDICAL STAFF ORGANIZATION—PRO- 

FESSIONAL RELATIONS AND PROFESSIONAL AC- 
TIVITIES 


Peter D. Ward, M.D., St. Paul; Superintendent, 
Charles T. Miller Hospital 


2:00-4:30 P.M. 
Demonstrations 
AUGUSTANA HOSPITAL 
Coordinator: E. I, ERIcKSoN, Superintendent 


Admitting and Discharge Procedures 
Conducted by Amanda Lindstrom, Office Manager 


Management of Information and Telephone 
Service 
Conducted by Theresa Holman, Chief Operator 


Business Methods—Accounting, Purchasing, 
Income, Charges and Control 


Conducted by Wendell H. Carlson, Assistant 
Superintendent 
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D Central Service for Surgical Dressings 
Conducted by Agnes Hanson, R.N., Supervisor 


GRANT HOSPITAL OF CHICAGO 
Coordinator: CLINTON F. SMITH, Administrator 


Study Tour of Several Departments of the Hos- 
pital, with Special Reference to Policy, Program 
and Management 


\ Public Relations 
Conducted by Robert B. Graves, Director of Public 
Relations " 


B Social Service 
Conducted by Hazel Small Jones, Medical Social 
Worker 


Anesthesia 
Conducted by Ben Morgan, M.D., Chief Anesthetist 


eB 


D The Educational Program for Interns 
Conducted by Carl Solander, M.D., Chief Resident 


E Housekeeping; Linen Control 
Conducted by Effie Armitage, Executive Housekeeper 


F Maintenance; System of Repairs 
Conducted by Harry R. Becker, Chief Engineer 


G Pharmacy 
Conducted by H. S. Hansen, Pharmacist 


PASSAVANT MEMORIAL HOSPITAL 
Coordinator: Irvinc S. Currer, M.D., Superintendent 


A Oxygen Therapy 
Conducted by M. Herbert Barker, M.D., Assistant 
Professor of Medicine, Northwestern University 
Medical School 


B_ Physical Therapy 
Conducted by John S. Coulter, M.D., Associate Pro- 
fessor of Physical Therapy, Northwestern Univer- 
sity Medical School 


C X-ray Service 
Conducted by James T. Case, M.D., Professor of Radi- 
ology, Northwestern University Medical School 


D_ Engineering and Maintenance Problems 
Conducted by William W. Davison, Chief Engineer 


WOODLAWN HOSPITAL 
Coordinator: GRACE L. DEVILBISS, Superintendent 


A Study of Organization, Management and Pro- 
cedures in a Private Hospital of 100 Beds 
Conducted by Grace L. DeVilbiss; Assisted by Staff 


7:00-8:30 P.M. 
Round Table Conference 
Conducted by Robin C. Buerki, MD., Director of 
Study, Commission on Graduate Medical Educa- 
tion; and Malcolm T. MacEachern, M.D., Asso- 
ciate Director, American College of Surgeons; As- 
sisted by Visiting Lecturers and Administrators 
of Local Hospitals. 
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Wednesday, September 13 


ADA BELLE McCLEERY, Evanston; Superintendent 
Evanston Hospital, Presiding 


9:00-10:15 A.M. 

SEMINAR: MEDICAL STAFF ORGANIZATION—PRO- 
FESSIONAL RELATIONS AND PROFESSIONAL AC- 
TIVITIES 

Peter D. Ward, M.D., St. Paul; Superintendent, 
Charles T. Miller Hospital 


10:30-12:00 A.M. 

LECTURE: ORGANIZATION, MANAGEMENT AND PRO- 
CEDURES IN AN OBSTETRICAL DEPARTMENT OF 
A GENERAL HOSPITAL 

Caroline V. Barrett, R.N., Montreal; Supervisor, 
Royal Victoria Montreal Maternity Hospital 


2:00-4:30 P.M. 
AMERICAN MEDICAL ASSOCIATION HEADQUARTERS 
VISIT TO THE HOME OF THE AMERICAN MEDICAL 
ASSOCIATION—TOUR OF INSPECTION OF ALL 
DEPARTMENTS 
Conducted by William D. Cutter, M.D., Secretary, 
Council on Medical Education and Hospitals, Amer- 
ican Medical Association; and Homer Sanger, As- 
sistant Secretary 


7:00-8:00 P.M. 
AMERICAN HOSPITAL ASSOCIATION HEADQUARTERS 
LECTURE: GROUP HOSPITAL SERVICE 


C. Rufus Rorem, Ph.D., C.P.A., Chicago; Director, 
Commission on Hospital Service, American Hospital 


Association 
8:00-8:30 P.M. 
ROUND TABLE CONFERENCE: GROUP HOSPITAL 
SERVICE 


Conducted by C. Rufus Rorem, Ph.D., C.P.A. 


Thursday, September 14 


MABEL W. BINNER, R.N., Chicago; Superintend- 
ent, Children’s Memorial Hospital, Presiding 


9:00-10:15 A.M. 
SEMINAR: ORGANIZATION, MANAGEMENT AND PRO- 
CEDURES IN AN OBSTETRICAL DEPARTMENT OF A 


GENERAL HOSPITAL 
Caroline V. Barrett, R.N., Montreal; Supervisor, 
Royal Victoria Montreal Maternity Hospital 


10:30-12:00 A.M. 
LECTURE: ORGANIZATION AND MANAGEMENT OF 
THE FOOD SERVICE 
E. M. Geraghty, Baltimore; Dietitian, Union Mem- 
orial Hospital 
2:00-4:30 P.M. 
Demonstrations 
CHICAGO LYING-IN HOSPITAL AND DISPENSARY 
Coordinator: STANLEY A. FERGUSON, Assistant Director 


A Registration and Admission Procedures 
Conducted by Jean B. Anderson, Director of Admit- 
ting Office 
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B_ Technique of Isolation of Obstetrical Patients 
Conducted by Georgia Hukill, R.N., Director of 
Nursing ; 

C Nursery Management 


Conducted by Georgia Hukill, R.N., Director of 
Nursing 


CHILDREN’S MEMORIAL HOSPITAL 
Coordinator: MABEL W. BINNER, R.N., Superintendent 
A Out-patient Clinic Management 
Conducted by Babette S. Jennings, Director of Social 
Service and Dispensary 
B Organization and Management of the Laun- 
dry and Linen Service 
Conducted by Mabel W. Binner, R.N., Superintendent; 
Assisted by A. J. Ulrich, Laundry Manager 
C Purchasing and Stores 
Conducted by Carrie H. Jones, Purchasing Agent 


PRESBYTERIAN HOSPITAL OF CHICAGO 
Coordinator: AsA §. Bacon, Superintendent 


A Centralized Food Service 
Conducted by Beulah Hunzicker, Chief Dietitian 


B_ Medical Records—Standard Nomenclature 
Conducted by Lois Baker, Head of Department 

C Vascular Therapy 
Conducted by Frank V. Theis, M.D., Director of 
Department 

D_ Fever Therapy 
Conducted by Disraeli Kobak, M.D., Director of De- 
partment; Assisted by Margaret Datzman and 
Verona Hardy 

E Occupational Therapy 
Conducted by Winifred Brainerd, Director of 
Department 

F Care of Premature Babies 
Conducted by Clifford Grulee, M.D., Attending 
Pediatrician; Assisted by Wesley H. Anderson, M.D., 
Resident Pediatrician 

UNIVERSITY OF CHICAGO CLINICS 
Coordinator: NELLIE GorGAS, M.A., Assistant to the 
Director 

A Housekeeping Department — Wall Washing, 
Care of Floors, Refinishing of Furniture, etc. 
Conducted by Marie T. Neher, Executive Housekeeper 

B_ Food Service 
Conducted by Ella M. Eck, Chief Dietitian 


C Medical Record Library, Showing the Succes- 
sive Steps in the Creation and Life of a Medi- 
cal Record 
Conducted by Adaline Hayden, Record Librarian 


7:00-8:30 P.M. 
Round Table Conference 
Conducted by Malcolm T. MacEachern, M.D., 
C.M., Associate Director, American College of 
Surgeons; and Robin C. Buerki, M.D., Director of 
Study, Commission on Graduate Medical Educa- 
tion; Assisted by Visiting Lecturers and Admin- 
istrators of Local Hospitals 
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Friday, September 15 


L. C. VONDER HEIDT, Oak Park, Superintendent, 
West Suburban Hospital, Presiding 


9:00-10:15 A.M. 
SEMINAR: ORGANIZATION AND MANAGEMENT OF 
THE FOOD SERVICE 


E. M. Geraghty, Baltimore; Dietitian, Union 
Memorial Hospital 


10:30-12:00 ASM. 
LECTURE: NURSING EDUCATION AND NURSING 
SERVICE 


Miriam Curtis, R.N., Northampton; Superintendent, 
Cooley-Dickinson Hospital 


2:00-4:30 P.M. 

AMERICAN COLLEGE OF SURGEONS HEADQUARTERS 

VISIT TO THE HOME OF THE AMERICAN COLLEGE 
OF SURGEONS—TOUR OF INSPECTION OF ALL DE- 
PARTMENTS 


Conducted by Malcolm T. MacEachern, M.D., C.M., 
Associate Director, American College of Surgeons; 
Assisted by Heads of Departments 


7:00-9:00 P.M. 
Annual Dinner by the Members of the Institute 


Saturday, September 16 


FRED G. CARTER, M.D., Cincinnati; Superintend- 
ent, Christ Hospital, and President-Elect, 
American Hospital Association, Presiding 


9:00-10:15 A.M. 
SEMINAR: NURSING EDUCATION AND NURSING 
SERVICE 


Miriam Curtis, R.N., Northampton; Superintendent, 
Cooley-Dickinson Hospital 


10:30-11:30 A.M. 
CLOSING ADDRESS: LEGAL ASPECTS OF THE 
HOSPITAL 


Wiliam H. Spencer, Dean, School of Business, 
University of Chicago 


11:30-12:00 A.M. 
CLOSING EXERCISES: PRESENTATION OF CERTIFI- 
CATES OF ATTENDANCE 


Bert W. Caldwell, M.D., Chicago; Executive Secre- 
tary, American Hospital Association 


Those who contemplate attending the 1939 In- 
stitute should make their applications at the ear- 
liest possible moment. All inquiries and applica- 
tions should be addressed to Miss Agnes M. Mc- 
Cann, Secretary of the Institute for Hospital Ad- 
ministrators, American Hospital Association, 18 
East Division Street, Chicago. 


The registration fee is $10.00, plus $2.00 to 
cover bus service to hospitals for clinical demon- 
strations. 
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problem of storage and accessibility of rec- 

ords at Memorial Hospital became increas- 
ingly acute. With each passing year the space 
problem vexed us more and more and we moved 
out here, there and yonder to make room for rec- 
ords, until Miss Billie Haag, our record librarian, 
was ready to send in a requisition for roller skates 
in order to cover the territory. It had reached 
the point where there were no more nooks in the 
basement that could be confiscated for that pur- 
pose and the only thing left to do would be to 
rent a house near the hospital for the storage 
of records. 


Lm many hospitals over the country our 


More than that, Miss Haag and her assistants 
were rebelling against having to climb ladders, 
handle heavy drawers and fraternize with the 
mice which seem to be more interested in the rec- 
ords than some of the doctors. 


Photographing Records 


And then one day I read that Cook County Hos- 
pital in Chicago was using the Recordak to film 
and project their records. We investigated and 
found that right in Houston the banks are using 
the system for photographing cancelled checks, 
deposit slips, and other records. We decided that 
was the solution to our problem. While we were 
getting ready to install the system we learned 
that Samuel Merritt Hospital in Oakland, Cali- 
fornia, was installing the system and was de- 
lighted with it. 


The Recordak is a product of the Eastman Com- 
pany. The machine which photographs the rec- 
ords or charts on the 16mm film is rented from 
the company. It is not for sale. But the projec- 
tor which remains in the Record Librarian’s of- 
fice must be bought. The reason why a hospital 
would not need to purchase the photographing 
machine is because it would not be in use every 
day. After the records are brought up to date, 
or up to the date desired by the hospital, it is not 
necessary to use the machine again for at least a 
year or longer if desired. We have just finished 
photographing our records from 1907, the open- 
ing year of the hospital, through 1929. It is our 
plan to always keep the last 10 years’ records on 
paper just as they are filed upon the dismissal of 
patients. At the close of our 1939 fiscal year, we 
shall film the records for 1930. We may change 
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our plan and keep only 5 years on paper, but that 
remains to be seen. 


Installing a Filmed Record System 


We employed a worker to pull the brads, see 
that all sheets were numbered and in order to be 
photographed and then to do the photographing. 
Of course, Miss Haag supervised this and checked 
all records for errors. Remember, we had no 
record librarian and paid little attention to patient 
records until 1920 when Dr. Williamson of the 
American College of Surgeons came to inspect us. 
Well do I remember that day—it was then we be- 
came record conscious. 


My advice to those contemplating putting in the 
system is to have all records checked and in order 
before you start rental of the photographing ma- 
chine, and you will save money. We made the 
mistake of renting the machine the day we started 
to work on the records and many days passed be- 
fore we were ready to use it. 


There are many details I could discuss here, but 
some interesting results we have tabulated will 
give a general idea of important points to be con- 
sidered if you are interested in installing a filmed 
record system. 


Records photographie? «. .s..4.c6 sescweadinvese 42,905 

PS POSUIER 65 ccc ccecadececcgeuscceducendnes 507,334 
Length of each film (feet) ...........ceceees 100 
Exposures on one film... .....csccecccecceses 1,750 
Average number of exposures to a record..... 11.81 
Average number of records to 100 foot film.. 146 
Cost of a developed film (146 records)........ $ 2.75 
Cost per record (11.81 sheets to record)...... .0189 
Cost of developed films for 42,905 records..... 810.90 


It takes an average of 1% hours to make a film 
containing 146 patient records—an average 
of 24 exposures per minute. In other words, 
in one minute you can film 2 patient records. 


Storage space required for one film (cu. ins.). 16 
Storage space required for 146 paper records 
MC AME Kahee sds veecseuecad petewecsaues 1,674.375 


Paper records require 104.66 times space of 
film records. 

Paper sheets of the 42,905 records placed end 

to end would cover (miles) .............e6. 
















Paper consumed (reams) 1,014.67 


Weight (pounds) 
(tons) 

Space required for shelves for paper records 
(cu. ft.) 

Cabinet space required for shelves for films 


Besides the records, we filmed 16,424 summary 
cards 8 x 5 inches. A film will photograph twice 
as many summary cards (3,500) as record sheets 
(1,750). The cost of the developed film for these 
cards was, of course, just the same as for the rec- 
ords—$2.75 per film. We used 5 films, making 
the cost $13.75. The space occupied by the sum- 
mary cards was 9 drawers 27 x 8 x 3 inches, or 
7229.25 cubic inches. The space occupied by the 
5 films used to photograph them is 8 cubic inches, 
or about 1/90 of the space occupied by the cards. 


You will note that the cost of filmed records 
was $810.90 and of summary cards, $13.75. This 
does not include cost of labor. Any one can learn 
to operate the photographing machine in an hour 
or less. It is very simple. The amount to be paid 
such person rests with the administrator of the 
hospital. As to how many hours it will take to 
film your records you may use figures I have 
quoted from our experience and arrive at a fairly 
accurate estimate. 


Benefits of Filmed Records 


What are some of the benefits of using filmed 
records instead of paper: 


1 It has been possible to reduce the storage 
space used. The films occupy 1/100 of the space 
occupied by the paper records and covers. Space 
in most hospitals is very valuable. Take the space 
of even one room occupied by records. If rented 
to a patient what could you get per day for tha: 
space? Multiply that by 365 days and see what 
income you could derive in a year. 


2 It makes for accessibility. The Record Li- 
brarian can have all the records in her office in a 
comparatively small space, instead’ of traversin: 
long distances to find a record. 


3 It saves time—and time is money. 
4 It eliminates the danger of climbing ladders 
5 It eliminates much dirt and dust. 


6 It reduces fire hazard. 


Some questions immediately present themselves. 
“What is the life of the films?” The Bureau in 
Washington states the films will last 50 to 100 
years—as long as you can expect the paper rec- 
ords to be usable. ‘‘Are the films acceptable in 
court?” The films are acceptable in court. “Can 
you film fever charts, electrocardiograms and 
photographs of patients?’ Yes. Anything that 
goes into a record of a patient can be filmed suc- 
cessfully. 


I believe the record librarians are going into 
the movies with their records if the hospital ad- 
ministrators will give the word, and I believe all 
will benefit from this progressive move. 
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Distribution of the Hospital Dollar During 
1938 in a 615-Bed Hospital on 
the Pacific Coast 


Professional Care 
of Patients 
40 %4 cents 


Courses in Medical Terminology and 


Medical Records 


An evening course in medical terminology and 
another in. medical records which may interest 
those within commuting distance of New York is 
being offered by the Columbia Extension Depart- 
ment. 


The first course is designed for secretaries or 
any others who have gone into medical work with- 
out any formal training in physiology, anatomy, 
etc. Its purpose is to give an understanding of or- 
dinary medical terms including the common tests 
and treatments. 


The course in medical records is based upon the 
system at the Columbia-Presbyterian Medical 
Center. It appeals chiefly to those already in hos- 
pital record work who wish to familiarize them- 
selves with approved practices and current de- 
velopments in this field. 
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Interesting Events in the Development of 
Institutes for Hospital Administrators 


ASA S. BACON 


work felt the need of a short practical re- 

fresher course in hospital administration. 
The first written evidence of this need was pre- 
se ted at the Ninth Annual Conference of the 
Averican Hospital Association held in Chicago 
in 1907. As treasurer and chairman of the local 
co mittee, members came to me with suggestions 
fo and criticisms of the Conference program. 
Tie principal criticism came from the small hos- 
pi al group because they felt that the papers and 
di-cussions were not giving them all the help they 
nceded to solve their specific problems. In talk- 
ins with them I suggested the idea of a two weeks’ 
ccurse of instruction in addition to the convention. 
This met with a favorable response. The matter 
was presented to Charlotte A. Aikens who was 
one of a committee of three on the development of 
the Association. Miss Aikens thought it a fine 
idea. While we were discussing the possibilities 
of such a course Del T. Sutton, an honorary mem- 
ber, joined us and not only approved the idea but 
said he would run a few articles about it in his 
hospital magazine. I then approached Mr. Web- 
ber, a very capable representative of the small 
hospital group. Mr. Webber suggested drawing 
up a resolution to be presented to the convention. 
Following is the resolution’: 


“Believing that a summer course on hospi- 
tal work, extending over two or three weeks, 
would be of very great benefit to superinten- 
dents of hospitals, trustees, head nurses, and 
others in institutional work, and that such a 
course could be conducted so as to pay its own 
expenses and greatly conduce toward econ- 
omy and efficiency in American hospitals; we, 
the undersigned, respectfully request the 
American Hospital Association to authorize 
its officers to arrange a program for this 
coming summer. We agree to do all in our 
power to secure a good enrollment of stu- 
dents for such a course from the states and 
provinces in which we are located.” 


(Referred to Nursing Committee—nothing done) 


This subject was again brought up at the 1908 
Conference. 


Fv a very long time, those engaged in hospital 


1909 


In 1909, at the Eleventh Annual Conference, 
held in Washington, D. C., Dr. R. R. Ross in 


"Vol. 9, page 46, American Hospital Association Transactions. 
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making his report of the Committee on Hospital 
Progress, mentioned that Grace Hospital, Detroit 
and Massachusetts General Hospital, Boston had 
established courses in hospital administrative 
work; that the United States Government had a 
summer school for the training of those who were 
to engage in hospital executive work in the war 
department; and that Columbia University during 
the previous year had given a course in hospital 
economics. 


1910 


At the St. Louis Convention in 1910, the first 
paper on “The Training of Hospital Administra- 
tors” was given by Drs. Frederic A. Washburn 
and W. B. Howland. The first paragraph of this 
paper read as follows: 


“The attention of the writers and others 
was drawn to the need of educating men and 
women to take charge of hospitals by the 
large increase in the number of small hos- 
pitals, the number of applications to recom- 
mend suitable persons to be superintendents, 
and the appeals of women holding such posi- 
tions for information on ordinary adminis- 
trative subjects. The realization of the fact 
that hospitals were suffering while untrained 
superintendents were learning their business 
led us to establish at the Massachusetts Gen- 
eral Hospital a course of training for these 
women.’”” 


The Massachusetts General started with one 
man and increased this to four, each being the 
understudy of the man above him. They were 
assistant superintendents. They also had an ad- 
ministration course for the Massachuetts General 
nurses covering from three to four months. Dur- 
ing this course the nurses were given practical 
work in all departments of the hospital and a total 
of seven nurses had been graduated. 


1913 
In 1913 at the Fifteenth Annual Conference, 


“American Hospital Association Transactions, Vol. 12, 1910, 
page 249. 
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held at Boston, a committee headed by Dr. Bab- 
cock submitted a report to Outline a Standard 
Course in Hospital Administration. This report 
is printed in full on pages 398 to 404 of volume 
XV. American Hospital Association Transactions. 


1916 


In 1916, Annie W. Goodrich, R.N., Department 
of Nursing and Health, Teachers College, Colum- 
bia University, submitted a paper entitled “How 
Shall the Superintendents of Small Hospitals Be 
Trained?” to the Eighteenth Annual Conference 
at Philadelphia. 


The Rockefeller Foundation appointed a com- 
mittee, with Dr. William ©. Rappleye, chairman, 
for “The Study of the Training of Hospital Super- 
intendents.” The principles embodies in their re- 
port (published in 1922)* were approved by the 
Trustees of the American Hospital Association 
who passed a resolution urging the Foundation 
and the other institutions which could make prac- 
tical contributions to the actual training of hos- 
pital superintendents in the required numbers and 
along the lines suggested by the report to consider 
at the earliest possible date how this might be 
accomplished. Although approving of the Rocke- 
feller Foundation report which called for a mini- 
mum of fifteen months’ training I felt that the 
immediate need was not to train more superin- 
tendents but to give an opportunity to those who 
were already operating hospitals to become better 
superintendents. Later, on my own initiative, I 
sent out one hundred letters to administrators of 
small hospitals in different geographical sections 
of the country. The response was 100 per cent 
for a short practical course. 


1922 


In formulating plans for this course, (1922) 
to be given in Chicago, I had the assistance of 
Dr. A. R. Warner, then Executive Secretary of 
the American Hospital Association; Dr. John M. 
Dodson, Dean of Rush Medical College and head 
of Central Free Dispensary, who discussed the 
Rockefeller report at the Atlantic City Conven- 
tion, 1922; Dr. Frank Billings of the Faculty of 
Rush Medical College and The Central Free Dis- 
pensary; Rev. M. Wahlstrom, Superintendent of 
Augustana Hospital and Dr. Albert Ochsner, Chief 
of Staff of Augustana Hospital, both of whom 
-were deeply interested in hospital administration; 
Dr. E. S. Gilmore, Superintendent of Wesley Hos- 
pital; Lewis R. Curtis, Superintendent of St. 
Luke’s Hospital; and the Chicago-Cook County 
Hospital Association. (All of the above from 
Chicago. ) 


®American Hospital Association Transactions, Vol. 24, 1922, 
pages 37-212. 
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The plan was for only members of the Amer- 
ican Hospital Association to be eligible as stu- 
dents, and for the Hospital Institute (as it came 
to be called) to be under the entire supervision 
of the Association. A short practical course was 
to be given in the leading hospitals of Chicago 
with lectures at the Association headquarters in 
the evenings.‘ Because of the illness and death of 
Dr. Warner, and because the committee of the 
Association which was appointed to study the 
question decided on a university training for hos- 
pital administrators, the short practical course 
was abandoned. But hope is eternal, and at the 
Buffalo Convention in 1924 (see page 495 of the 
Proceedings) I called attention again to the need 
of a short practical course in hospital administra- 
tion. 


1932 


At a meeting of representatives of State Hos- 
pital Associations with the Board of Trustees of 
the American Hospital Association at the Chicago 
headquarters, February 15, 1932, Dr. Malcolm T. 
MacEachern spoke on a postgraduate course for 
hospital administrators, stating that there was no 
such course and that there should be a course to 
refresh the minds of present administrators. 
This was well received by the delegates present 
but no action was taken. 


Charles A. Wordell, President of the Chicago 


Hospital Association, called a special meeting of 
the Chicago Hospital Association, February 18, 
1932, at the American Hospital Association head- 
quarters. The subject of this meeting was the 
training of hospital executives and it was the 
unanimous opinion of those present that there was 
an urgent need for a short practical course to 
afford an opportunity for those superintendents 
already engaged in hospital administration who 
wished to make themselves more efficient. Out of 
this discussion the following resolution was 
passed : 


“BE IT RESOLVED that there is a need 
for a practical course for hospital superinten- 
dents so that if they choose they may become 
more efficient administrators. 


“BE IT RESOLVED that we, the Trustees 
of the Chicago Hospital Association, offer 
our services in the assistance of the Chicago 
hospitals to the Trustees of the American 
Hospital Association to establish in Chicago a 
practical course along the lines worked out 
by Mr. Bacon in 1922-23 which was approved 
by Dr. A. R. Warner, at that time executive 
secretary of the American Hospital Associa- 


4American Hospital Association Transactions, Vol. XXVI, 
1924, pages 495-496; American Hospital Association Transac- 
tions, Vol. XXVII, 1925, page 411. 
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tion, and other members of the Association. 
It is further resolved that if and when such 
a course is inaugurated, those accepted as 
members be confined to: 


1 Hospital superintendents actively engaged 
in hospital administration, or those who 
have been active at a recent or reasonable 
date and who wish to take the course be- 
fore accepting another position. 


Those who are members of the American 
Hospital Association and in good standing 
will be accepted as applicants. 


“BE IT FURTHER RESOLVED that a 
copy of this Resolution be sent to Paul 
Fesler, President and Dr. Bert W. Caldwell, 
Executive Secretary of the American Hospi- 
tal Association.” 


This subject was again brought up at the Tri- 
State meeting in April, 1932, by Dr. Malcolm T. 
MacEachern, and while it was thoroughly dis- 
cussed and met with general approval, no definite 
action was taken. Another meeting of the super- 


<i 


intendents of Chicago hospitals was held at the 
American Hospital Association headquarters on 
May 22, 1932, and the plans were outlined for the 
course, to be held in Chicago. Following this 
meeting, the Trustees of the American Hospital 
Association approved of the plan and a committee 
was appointed, as follows: Dr. Michael M. Davis, 
Chairman; John C. Dinsmore; L. C. Vonder- 
Heidt; Paul H. Fesler; Asa S. Bacon; Dr. Malcolm 
T. MacEachern; Dr. William H. Walsh; Dr. Bert 
W. Caldwell. 


The result of the work of this committee is very 
well known for a successful Institute was held 
for three weeks, from September 18 to October 
6, 1933, under the direction of the American Hos- 
pital Association with the cooperation of the Uni- 
versity of Chicago. Since that time an Institute 
for Hospital Administrators has been conducted 
annually on the University of Chicago campus by 
the American Hospital Association and has been 
not only an important factor in the education and 
training of hospital administrators from coast to 
coast in the United States and Canada but has 
been used as a model for other hospital institutes. 
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The King and Queen of England entering the gates of The Winnipeg General Hospital on May 24, 1939, with the 


cut-riders of red coated Royal Canadian Mounted Police. 


In the center, facing the gates, were 168 graduate and 


student nurses in uniform. 
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‘Practical Nurses—Their Preparation and Sphere 
ELLEN C. CREAMER 


ITH the diversification and complex or- 
WY ceasization of society the field of nursing 

has been subdivided until a varied nomen- 
clature of subsidiary nursing service has arisen. 
Designations such as practical nurse, nurse aide, 
nurse helper, subsidiary nurse, ward aide, ward 
helper and orderly, to mention but a few, indicate 
the complex nature of the problem that faces 
educators and those charged with the practical 
administration of nursing service. For the pur- 
pose of clarity and in compliance with the termin- 
ology of the Feld-Todd Nursing Law which be- 
came effective July 1, 1938, the term practical 
nurse will be used in the following paper for all 
non-professional nurses. 


While the subject for discussion at this time is 
the practical nurse the field of nursing must be 
viewed in its entirety and efforts should be made 
to analyze various forms of service so that the 
professional nurse will be conserved for assign- 
ments requiring their professional knowledge and 
skill. 


There are certain nursing services that require 
special education, experience, and intensive appli- 
cation, It is obviously inefficient and economically 
unsound to employ an individual with such pro- 
fessional training in all nursing situations. There- 
fore it is recognized that the practical nurse oc- 
cupies an important place in the scheme of nurs- 
ing care. 


Attention is called to the fact that the law re- 
cently enacted does not create a new group. The 
so-called practical nurse has been with us from 
the beginning of time and is indicated in Biblical 
history. The new law merely requires that such 
individuals be prepared for their particular level 
and licensed for identification thereby assuring 
health protection to the public and safeguarding 
the interests of the bona fide professional nurse 
and practical nurse as well. 


A dispassionate survey of all the professional 
and subsidiary services in nursing should render 
it possible to approach this immense problem and 
place it upon a rational, constructive, and fully 
functional basis. 


Preparation and Sphere of Practical Nurses In 
The Past 


It is a well established fact that the prepara- 
tion of practical nurses in the past has been ex- 
ceedingly limited and often totally lacking. 
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The group is known to have been comprised of 
large numbers of young women who had eit’ er 
resigned or been eliminated from professio: al 
schools of nursing and of larger numbers of sub- 
sidiary workers employed in hospitals as well as 
free lance individuals in the community who just 
decided one day to be a nurse the next. 


In a few instances attempts have been made 
to carry on some form of teaching, usually on the 
job, for groups employed within institutions but 
in the main these programs have been haphazard 
and poorly directed. 


Despite the acknowledged lack of preparation 
many so-called practical nurses have been as- 
signed actual nursing care of patients, care which 
in many instances should have been delegated only 
to professional nurses. 


Adult male patients in hospitals have perhaps 
suffered most from this regrettable system as 
many hospitals have employed the male practical 
nurses or orderlies for a number of years, and 
permitted them to perform innumerable complex 
nursing procedures which for female patients 
have been carefully executed by highly skilled 
graduate nurses or professional students under 
close supervision. 


Fortunately such practice has not obtained in 
all instances. Some institutions have employed 
both the male and the female practical nurse and 
arranged their duties according to their prepara- 
tion. In like manner many practical nurses have 
been employed in communities under the supervi- 
sion of professional workers. Consequently, there 
are large numbers of individuals throughout the 
state eligible for the practical nurse license on 
the basis of experience providing application for 
such license is made prior to July 1, 1940, at which 
time the new law is expected to be in full effect. 


In direct contrast to this desirable group there 
is another which constitutes a real hazard to pub- 
lic safety. Applications for licensure and accom- 
panying letters from this dangerous element now 
flowing into the Department of Education tell dis- 
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tressing tales. There is the individual who out- 
lines her abilities to include expert knowledge in 
the care of mother and baby during delivery. She 
illustrates by stating that should the baby come 
feet first during delivery she would “push real 
hard and rotate the baby” before permitting birth 
to take place. Another gives what she considers 
a excellent panacea for tuberculosis the “recipe” 
consisting of corn whisky and honey, one full 
glass to be given the patient each hour. This ap- 
plicant states that she has used this remedy with 
great success in a large number of cases. She 
further states that cow dung is also excellent for 
treatment of tuberculosis. 


These letters and innumerable others indicate 
a few of the dangers confronting the health of 
the public and emphasize the need for careful 
preparation, supervision and control of individ- 
uals who hold themselves out as able to care for 
the sick. 


While it is not anticipated that the new law 
will correct all abuses of the past it is believed 
to be a definite step in the right direction. 


Preparation and Sphere of Future Practical 
Nurses 


The immediate future group of practical nurses 
will consist of the following: 


1 Practical nurses licensed under the waiver on 
the basis of experience 


2 Trained attendants whose licenses will have 
been exchanged for those of the practical 
nurse (295 such exchanges have been made 
to date) : 


3 Those individuals who in future complete the 
course for practical nurses as prescribed in 
the new law 


After July 1, 1940, only members of the group 
mentioned in (3) will be eligible for licensure. This 
fact together with the provisions for licensing of 
professional nurses has led to considerable de- 
bate within medical and nursing groups through- 
out the state, some contending that there will be 
a shortage of nurses after the date in question, 
others that there will be a surplus. Information 
gleaned from the Department of Education should 
help to allay the fears of these contestants. At 
this time there are 47,000 professional nurses 
registered in New York State and an estimated 
10,000 performing as practical nurses the major- 
ity of whom it is believed will be eligible for the 
practical nurse license. In addition there are 
7,200 nurse students enrolled in professional 
schools and 250 nurse pupils in practical nurse 
schools. As the latter schools will graduate from 
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two to four classes to one from the registered 
nurse schools the enrollment figure at any one 
time should be much lower. 


Practical Nursing Schools 


Five practical nurse schools have already been 
granted tentative approval by the Department of 
Education while several others are receiving con- 
sideration at this time. So far these schools have 
been set up outside of the hospital situation there- 
by relieving the hospital of the economic burden 
experienced in the conduct of professional nurs- 
ing schools. The pupils enrolled in the practical 
nurse schools are required to have six months’ 
experience in hospitals approved by the Depart- 
ment, but hospital assignments are made only 
after the pupil has had a minimum of 200 clock 
hours of instruction including classroom practice 
in the practical nurse school. The cost for this 
preliminary instruction covering a period of three 
months is borne by the pupil in some instances 
and by the public school system in others. In 
the metropolitan area the Young Women’s Chris- 
tian Association is conducting practical nursing 
schools while in Rochester the program is under 
the public school system: So far enrollment has 
been restricted to women pupils but it is under- 
stood that the Rochester school is now making 
arrangements for extension of the program to 
male pupils as well, as are other institutions in 
Brooklyn and New York City. 


Course of Study for Practical Nursing 


A tentative course of study and practice for 
the guidance of schools for the training of prac- 
tical nurses was adopted by the Regents of the 
University of the State of New York July 29, 
1938. Particular attention is called to the fact 
that the program is tentatively announced and 
subject to such changes as experience may 
dictate.’’* 


The “sequence and place of teaching and prac- 
tice will vary in each school according to its or- 
ganization. Each school will be expected to work 
out its own teaching program and registration 
will be determined by the Department according 
to the organization and special facilities of the 
particular school.” .. . “Six months of supervised 
experience in homes may be substituted for not 
more than two months’ hospital experience. The 
hospital and home experience will be confined to 
the care of convalescent, chronic and mildly ill 
patients and to maternity patients after the fifth 
day following delivery.”** 


The subjects of classroom work include care of 





*Tentative Course of Study and Practice for the Guidance 
of Schools for the Training of Practical Nurses. Adopted by 
ag _— of The University of the State of New York, July 
9, 1938. 

**Ibid. 
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self, personal hygiene and development, behavior 
and working relationships particularly toward pa- 
tients, supervision, physicians and professional 
nurses. Thirty hours are allocated to housekeep- 
ing, forty-five to food and cooking, thirty hours 
of which are spent in actual practice. Ninety 
hours are devoted to elementary nursing with em- 
phasis on practical nurse activities. Care of the 
mother and newborn, care of children, convales- 
cent, chronic and aged patients also receive due 
consideration. 


It is interesting to note that the programs of 
instruction of practical nurse schools now in ex- 
istence, and therefore meeting the requirements 
of the Department, have interesting individual 
differences emphasizing the flexibility afforded by 
Department regulations and the fact that institu- 
tions previously concerned with conduct of non- 
professional nursing programs could, with very 
little difficulty, effect the changes necessary to 
carry on their activities under the new law. 


Developments of the past year have revealed 
more than ever the need for careful selection, 
preparation, supervision and control of the prac- 
tical nurse if the nursing needs of the commu- 
nity are to be safely met. 


Since 1900 the tremendous advance in preven- 
tive medicine with the diminution in actual cases 
of tuberculosis, and the almost complete disap- 
pearance of typhoid fever, the contagious diseases 
and the diarrhoeal diseases of infancy have in 
large measure contributed new aspects and have 
complicated the field of general nursing. 


Paralleling this remarkable development in pre- 
ventive medicine has come the extension of cura- 
tive medicine and the complete interdigitation of 
hospitals and clinics into the medical life of so- 
ciety. The trend has been quite obvious for a 
considerable period of time, and has raised the 
standards of specialized knowledge as well as the 
general standards for routine services. In other 
words the distinction must be made between qual- 
itative services in nursing requiring high techni- 
cal efficiency and quantitative services in nursing 
serving large masses of the population. 


Defining the Duties of the Practical Nurse 


Prior to and immediately following passage of 
the present nurse practice Act many unsuccess- 
ful attempts were made to define the duties of 
the practical nurse versus those of the profes- 
sional nurse. Experience now indicates that such 
classifications, with few exceptions, never will be 
possible, but that instead the condition of the 
patient will be the criterion for determination of 
the type of nursing care indicated and that the 


66 


professional judgment of doctors and registered 
professional nurses under whose direction the 
practical nurse is expected to practice must be 
relied upon for evaluating the nursing needs of 
the patient. 


Accepting the condition of the patient as the 
criterion for determination of the type of nursing 
service needed it seems logical to conclude that 
there is a place for the practical nurse, male and 
female, in all hospitals; in the institution con- 
cerned with the care of the acutely ill patient as 
well as in those whose primary function is the 
care of the chronically ill where the practical 
nurse has long been accepted; in the hospital 
maintaining a registered professional school of 
nursing and in the hospital staffed with graduate 
nurses. The need for the practical nurse in hos- 
pitals conducting professional schools of nursing 
is illustrated by an experience reported by a re- 
cent graduate who states that during her profes- 
sional preparation she kept an accurate record 
of the number of empty beds which she was re- 
quired to make. Excluding thirteen months dur- 
ing which she was assigned to services where 
there were no beds (operating room, dispensary, 
etc.) or was on vacation, she made a total of 1,311 
empty beds. 


The making of empty beds is but one of the 
innumerable repetitious duties exacted of the pro- 
fessional student during her preparation, duties 
which have no real educational significance be- 
yond a certain point and the repeated perform- 
ance of which is economically wasteful to the 
hospital, if a highly skilled worker is withdrawn 
from other duties to do them. 


It is therefore suggested that analysis of the 
nursing needs of each hospital unit should include 
practical nursing needs as well as professional 
nursing needs and that great care should be ex- 
ercised to avoid assignment of any professional 
nursing activity to other than a professional 
nurse. 


Summary 


The Education Law in relation to the practice 
of nursing concerns itself with broad basic prin- 
ciples of differentiation. The definition of the type 
of service to be rendered by practical nurses and 
the provisions for licensure of this group are be- 
lieved adequate to cover the field concerned yet 
flexible enough to provide varied types of service 
where specific differentiation would be unwise and 
difficult to put into practice. With this interpre- 
tation the following suggestions and summary of 
the situation are offered: 


1 The new law does not create a new group 
in nursing, it merely requires that all per- 
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sons practicing nursing have the necessary 
preparation in order to safeguard life and 
health. 


There is a need for clarification of nomen- 
clature of subsidiary workers in hospitals. 
Adoption of the term practical nurse for all 
nurse aides, orderlies and others rendering 
simple nursing care to the sick would ob- 
viate future difficulties. 


The field of nursing must be viewed in its 
entirety if the place of the practical nurse 
in nursing is to be interpreted wisely. 


Preparation of the practical nurse in the 
past has been negligible yet it is estimated 
that there are 40,000 men and women so 
engaged in New York State. The field cov- 
ered by these individuals embraces homes, 
hospitals, industry, doctors, offices, etc. 


Large numbers of practical nurses will be 
licensed under the experience clause in the 
waiver providing application for such li- 
cense is made prior to July 1, 1940. 


The Department of Education is making 
every possible effort to issue practical nurse 
licenses only to those individuals known to 
be safe to practice. To this end the cooper- 
ation of doctors, hospital administrators, 
and professional nurses is urged. 


After July 1, 1940, only those individuals 
meeting the requirements of the Depart- 
ment of Education as prescribed in the new 
law will be eligible for the license of prac- 
tical nurse. 


The fears of either a marked shortage or 
surplus of such workers seem to have slight 
foundation as changes in both supply and 
demand will be gradual and measures to 
meet them are under way. 


Five schools for the preparation of practical 
nurses have already been granted tentative 
approval by the Department. Others are 
being considered. 


To date practical nurse schools have been 
established outside of hospitals thereby re- 
lieving the hospital of the economic burden 


occasioned during the early months of prep- 
aration. Financial responsibility is borne 
either by the pupil or by the public school 
system. 


11 The outline of the course of instruction as 
adopted by the Regents of the University 
of the State of New York July 29, 1938, is 
tentative and subject to such changes as ex- 
perience may dictate. 


12 The course which must be not less than nine 
months in length includes 200 clock hours 
of classroom work, six months’ experience 
in hospitals in the actual care of non-acutely 
ill, chronic or convalescent patient and in 
some instances care of the same types of 
patients in homes. 


13 The programs now in existence indicate the 
flexibility afforded by Department regula- 
tions. Any institution engaged in the care 
of the sick should have little difficulty ef- 
fecting the changes necessary for continua- 
tion of their activities under the new law. 


14 There is need for distinction between qual- 
itative services in nursing and quantitative. 


15 The majority of hospitals employ men prac- 
tical nurses (now known as orderlies) and 
in some instances assign them both profes- 
sional and practical nursing duties. 


16 A few hospitals do not employ women prac- 
tical nurses yet there are numerous prac- 
tical nurse duties on women’s wards of hos- 
pitals as well as on men’s wards. 


17 It is inefficient, economically wasteful and 
educationally unsound to assign profes- 
sional nurse students and graduate staff 
nurses duties which could be equally well 
performed by practical nurses. 


In conclusion it is pointed out that develop- 
ments in curative and preventive medicine have 
complicated and increased the activities of both 
the professional and the practical nurse. There- 
fore it would seem advisable that members of each 
group be carefully selected, prepared and super- 
vised for their particular levels. 
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Current Thought in 


old-fashioned fortitude. The present is no 

time for the timorous. Courage has gone to 
a premium. Not so much courage to take bodily 
risks or to withstand physical suffering as cour- 
age to push on when difficulties seem insurmount- 
able and goals unattainable. Worth while living 
always has required courage of this sort. The 
more intelligent and responsible we become, the 
more does daily courage become indispensable. 
Life is a never-ending struggle between doubt and 
decision, between fear and faith. 


T ists is a crying need these days for good 


Nations have come to see clearly enough that 
in. any crucial undertaking, such as the conduct of 
war, if morale goes, all is lost. The same holds 
for the individual—for each one of us. Without 
spirit and hope, without confidence and zest, life 
sinks to a level that yields no lasting satisfaction. 
Faith in the significance of human aspiration and 
experience, and courage to see this faith into sus- 
tained action, these are at the same time an es- 
sential of social progress and of individual 
achievement. This is tantamount to saying that 
life without religion is impossible; just as aspira- 
tion without faith is impossible. 


Abiding happiness in life lies in qualities of 
mind and character. Social reform, whatever its 
range and promise, will never achieve the hoped- 
for results if it fails to establish the moral and 
spiritual bases for life together, in justice and in 
peace. 

—President Edmund Ezra Day 
Cornell University 


a 


What is hospital service? That is a fair ques- 
tion often asked but seldom answered with any 
degree of completeness or accuracy. To formu- 
late a definition which would do justice to the role 
of the hospital in present day community life 
might prove confusing to the lay mind because of 
the many ramifications involved. The modern 
hospital has become more than just a place where 
patients are provided bed, board, nursing and 
medical care. It is a place where special facilities 
and personnel are so organized as to provide the 
physician, regardless of his specialty, every means 
possible to aid him in the diagnosis and care of 
the patient, and in research. It is a place where 
physicians, nurses, technicians and _ others, 
through a carefully prepared and supervised ed- 
ucational program, are trained in the medical, 
nursing and other health promoting and curative 
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the Hospital Field 


arts. It is a place designed, constructed, fur- 
nished, equipped and staffed to such a degree of 
perfection that it attracts persons from all waiks 
of life during illness or injury. It is the hub 
about which the wheel of community health sery- 
ice revolves in its endless whirl to extend the span 
of human life. 
—From the Annual Report 
Pennsylvania Hospital, Philadelphia 


—_——_———— 


The contribution of the modern hospital to 
American life has been a significant and concrete 
expression of the teachings of Jesus Christ. This 
Good Samaritan has not passed by on the other 
side, but has offered food, and drink, and medical 
care to the sick and the afflicted. 


In helping the man who has been set upon by 
thieves and robbers, we are helping ourselves, for 
it is impossible for one part of our community to 
live in plenty and in health, while the other part 
lives in privation. and in disease. We know that 
the deadly disease germ is no respecter of persons. 

—From the Annual Report 
Lincoln Hospital, Durham, North Carolina 


asi aeneraess 


The erection of this hospital is the material 
discharge of our obligation to God and the com- 
munity. 


There are two functions to be served, that of 
our family and that of the public. The first is 
our consecration to the service of God and the 
second is our assistance to the sick of this com- 
munity. This hospital was created out of our love 
of God and enables us to serve Him through our 
ministrations to the sick. May we continue to 
serve Him through this splendid edifice for a long 
time. 

—Archbishop Samuel Stritch in his 


address dedicating St. Clare Hospital, 


Monroe, Wisconsin 
—_. 


Since we are steadfastly unwilling to resort to 
the curtailment of vital services or the lowering 
of standards, and because under normal condi- 
tions, with our fine equiment and capable per- 
sonnel, we are fully capable of providing for State 
and City a hospital service second to none, logic- 
ally, then, it is toward the method of finding new 
means of income that we must bend our energies; 
or can we make the present dollar do more work 
to provide more hospital care? The latter seems 
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rather doubtful, inasmuch as the poor old dollar 
has already been stretched almost to the breaking 
point. What other alternatives remain open to us, 
then? We could, I believe, in cooperation with 
other hospitals, make a strong and urgent plea to 
the outlying Towns of the State, for whose pa- 
tients we provide hospital care, to make provision 
in the near future for a more equitable adjustment 
of service which we constantly render. When we 
deduce from reliable figures the fact that less than 
5 per cent of this service was actually paid for last 
year, it at least points the way to a new and fairly 
substantial source of income. 


It would seem therefore, that a well directed at- 
tempt on the part of all of our hospitals, through 
cooperative efforts, should be made in the near 
future to attempt to find some mutual grounds 
upon which to base a plea for more liberal support 
from this particular source. We must constantly 
bear in mind that in unity there is strength. 


—From the Annual Report of 
Homeopathic Hospital of Rhode 
Island, Providence, Rhode Island 


a 


This, again, is a challenge to all—the Board of 
Managers, Board of Trustees, Staff and friends. 
To maintain service of the highest standard, to 
give the most for the hospital dollar, and to meet 
the increasing demands of modern medicine 
means we must anticipate increased operating 
cost. 

—From the Annual Report 
Union Memorial Hospital, 
Baltimore, Maryland 


———— 


It would be much easier and pleasanter for the 
management if they could avoid ever discussing 
money matters with patients and they would 
gladly be more lenient in many individual cases 
if they could. They are still bound by the real- 
ities of arithmetic and by the obligation to furnish 
good care for the sick. If leniency to some pa- 
tients results later in neglect to others we are 
not showing kindness, but sentimentality. In the 
administration of any policy there are bound to 
be individual cases of error in judgment and we 
cannot pretend to be free from them. For the 
policies themselves we have no apology to make, 
for we are seeking one end only—that every pa- 
tient that comes to the hospital shall have the best 
possible chance for recovery to health. You will 
never get that result in a “busted” institution. 

—From the Annual Report of Framingham 
Union Hospital, Framingham, Massachusetts. 
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It goes without saying that the hospital is very 
receptive to further benefactions of this nature as 
a larger income from endowments to off-set at 
least in part the inevitable increase in expenses 
is badly needed. 


A report of this kind must, of necessity, con- 
cern, itself chiefly with financial statistics and the 
business side of the hospital. But how much more 
interesting it would be if all that could be omitted 
and only the human side of the hospital activities 
depicted. For, after all, the chief purpose of a 
hospital is not to make a fine financial statement 
but to relieve suffering, to save lives and to make 
the sick well. 

—From the Annual Report of Newton Hospital, 
Newton, Massachusetts. 

aapsbaaieiindiies 

The father of Success is Work. The mother is 
Ambition. 

The oldest son is Common sense. 

Some of the other boys are: Perseverance, Hon- 
esty, Thoroughness, Enthusiasm, Foresight, and 
Cooperation. 

The oldest daughter is Character. 

Some of her sisters are: Cheerfulness, Loyalty, 
Courtesy, Care, Economy, Sincerity, and Har- 
mony. 

The baby in this interesting family is Oppor- 
tunity. 

And once you get acquainted with the “old man” 
you will be able to get along pretty well with all 
the rest of the family. 

From Kalends. 


——— 


It Can Be Done 
Be the Best of Whatever You Are 
If you can’t be a pine on the top of the hill, 
Be a scrub in the valley—but be 
The best little scrub by the side of the rill; 
Be a bush if you can’t be a tree. 


If you can’t be a bush be a bit of the grass, 
And some highway some happier make; 

If you can’t be a muskie then just be a bass— 
But the liveliest bass in the lake! 


We can’t all be captains, we’ve got to be crew, 
There’s something for all of use here, 

There’s big work to do and there’s lesser to do, 
And the task we must do is the near. 


If you can’t be a highway, then. just be a trail, 
If you can’t be the sun be a star; 
It isn’t by size that you win or you fail— 
Be the best of whatever you are! 
—Douglas Malloch 
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EDITORIALS 


Hospital Interns 


The problem of supplying interns for our hos- 
pitals is growing more acute each year. If the 
graduates of the medical colleges in 1939 were 
equally distributed among the 6,000 registered 
hospitals there would be fewer than one intern to 
a hospital. If they were equally distributed among 
the 2,300 hospitals approved as meeting the mini- 
mum requirements of the American College of 
Surgeons there would be less than two and one- 
half interns to the hospital. More than 800 re- 
quests for interns in 1938-1939, coming from good 
hospitals, were left unanswered. Is it possible, 
and the question is frequently asked, that our 
medical colleges are graduating or can graduate 
enough physicians to meet the present and future 
demands of our population, including the requests 
of our hospitals for interns? 


With the growing increases in the number and 
size of our hospitals, many of which are new in- 
stitutions built, equipped, and ready for occupancy 
in twelve months, the securing of interns becomes 
more difficult. Nothing has been or is being done 
to remedy a serious situation. It takes six or seven 
years of intensive schooling to prepare a student 
for his graduation in medicine, and there is one 
of two courses open to him, either to engage im- 
mediately in private practice or continue his 
medical education as an intern or resident in a 
reputable hospital. 


The supply of interns, as well as of physicians, 
is unevenly distributed. Each year, the hospitals 
in our ten largest cities appoint approximately 
one-half of the medical graduates to internships. 
Those remaining are divided among other hos- 
pitals throughout the country. 


The results of this uneven distribution, this 
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lack of interns in so many of our hospitals, are 
reflected directly in the care the patients receive, 
the almost complete absence of well-kept, scien- 
tifically-valuable medical records in hospitals 
without interns, and a corresponding sacrifice in 
the value of internships as the media of acceptable 
postgraduate education. 


The intern problem becomes the concern not 
only of the hospitals, but of the colleges of medi- 
cine, of our medical educators, of the interns par- 
ticularly, and most emphatically of the patients 
admitted to our hospitals. The solution of this 
problem cannot be long delayed. 


a 


Nutritional Service in the Small 
Hospital 
Good food properly prepared, pleasingly served, 
and scientifically selected has become a necessity in 
the therapy of disease. This applies with equal im- 
portance whether the patient is in the large hos- 
pital with its well-established nutrition service 
under the direction of a well-trained and com- 
petent dietitian, or in the small hospital where 
there is no nutritional service that is satisfactory 
from a therapeutic viewpoint. 


The smaller hospitals, those of forty beds or 
under, are rarely in a financial position to main- 
tain an acceptable nutrition department, or pay 
for the full-time services of an experienced dieti- 
tian. The results are often reflected in the care of 
the patient, and in food waste. 


A solution to the problem is neither difficult nor 
financially burdensome to the small hospital. A 
majority of our small hospitals are within close 
proximity to larger hospitals with excellent nutri- 
tional supervision. It would not be difficult for the 
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small hospital to arrange with the larger institu- 
tion to provide supervision for its nutrition. serv- 
ice. The dietitian or her assistant could arrange 
to visit the small hospital a day or so each week, 
prepare menus, inspect food preparation and serv- 
ice, and in general do the required things in the 
small hospital in the same manner and degree 
they are done in the larger institution. 


It is particularly desirable, if not scientifically 
necessary, that infant feeding, diets for patients 
suffering from chronic and wasting diseases, as 
well as those suffering from acute illness, whether 
medical or surgical, should be arranged and super- 
vised by competent therapeutic dietitians. The 
large hospital will in many instances be glad to 
help its smaller colleague in the manner suggested. 


cee 


Hospital Standardization in 1938 


Not all hospitals which were on the Approved 
List for 1937 are on the Approved List for 1938. 
In fact, there have been notable changes. Ninety- 
eight hospitals of 25 beds and over were added 
in the 1938 Approved List, but on the other hand, 
35 hospitals (15 hospitals of 100 beds and over, 
12 hospitals of 50-99 beds, and 8 hospitals of 25- 
49 beds) were dropped from the Approved List 
this year. Fifty-four hospitals formerly Fully 
Approved were lowered to Provisionally Ap- 
proved. 


This is a rather serious indication that some 
hospitals have become lax in carrying out the 
requirements for approval. We are informed 
that various causes have contributed to these 
changes in hospitals’ ratings, among which are 
fee-splitting; admitting irregular practitioners to 
work in the hospital or doctors who are graduates 
of unrecognized schools of medicine; appointing 
untrained and inexperienced hospital adminis- 
trators; lack of acceptable medical records; in- 
adequate review and analysis of the clinical work; 
failure to adhere to the requirements for safe and 
efficient obstetrical care. These are all conditions 
remediable by the governing board, the medical 
staff, and the administrator. 


Once on the Approved List does not mean al- 
ways on the Approved List. However, it is possi- 
ble for the approved hospital to stay on the list if 
it conscientiously lives up to the requirements of 
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Hospital Standardization, which, after all, are 
based on the premise of the best care of the 
patient. 


In this connection, it is apparent that the 
American College of Surgeons has taken a firm 
stand on the sound principle that the administra- 
tor of a hospital must be trained and experienced 
in the art of hospital administration which, in 
recent years, has become so highly specialized. 
The fact that the American College of Surgeons 
dropped from the 1938 Approved List a large ac- 
tive hospital, possibly. the largest in the world, 
demonstrates its sincerity in maintaining the 
principles of efficient hospital administration. 
The American College of Surgeons holds that po- 
litical appointments in the hospital field are not 
in accordance with those principles, and on this 
stand has always had the full support of the 
American Hospital Association. 


The time has come when governing boards of 
hospitals must recognize that hospital administra- 
tion is a highly complex art and science and re- 
quires highly trained, experienced, and efficient 
administrators. In placing their hospitals in. the 
hands of such persons, the boards are safeguard- 
ing the trust placed in them by their communities 
and by that most important group of all—the 
patients. 


a 


Summer Staff Meetings 


This notice appeared recently in a monthly hos- 
pital bulletin sent out to a large mailing list. 


“The last meeting for the summer of the 
Medical Staff was held June 1. The May 
meeting was cancelled because of many doc- 
tors at Medical meeting. The next meeting 
will be held September 7.” 


Not a very long notice, but a very significant 
one. The hospital will not close for one hour dur- 
ing the summer. The bed occupancy will average 
about the same for the summer months as for the 
winter months, probably more. The same doctors 
will treat their patients in the hospital. The sum- 
mer patients present just as many problems as 
winter patients; there will be the same need for 
consultations and research during July and 
August—but the staff conferences will be discon- 
tinued until September. . 
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If the staff conferences are important and 
necessary are they not important and necessary 
during two summer months? It is likely that the 
important cases of those two months and the audit 
of the scientific work of the two months will never 
come up before that staff, for at the majority of 
monthly staff conferences it is difficult to study 
thoroughly the cases for one month. How then 
ean the conference in September do justice to the 
work done in the two summer months? 


There is a danger that staff meetings or con- 
ferences will lose their value and dignity by too 
much vacationing. Administrators of hospitals 
should do all in their power to see that their med- 
ical staffs do not become too prone to drop meet- 
ings which should mean so much to the efficiency 
of the hospital. 





Explosion-Proof Equipment 


Recently, the subject of operating room equip- 
ment has been exposed to the light of day, and this 
is as it should be. In order to determine how and 
why such explosions occur, thorough “post mor- 
tem” investigations should be made in every case. 
Nothing can be gained by attempts to conceal such 
evidence or to prevent knowledge of such occur- 
rences from reaching others engaged in hospital 
work. 


It is safe to assume that static electricity, the 
open cautery or flame, and electrical equipment 
are, in the order named, the chief offenders. The 
live cautery can be used safely when proper pre- 
cautions are taken, but static electricity is diffi- 
cult to control. It is hoped that current research 
investigations will give us the answer to this 
problem. 


Electrical equipment, notably operating-room 
lights, is now being manufactured in accordance 
with the requirements of the Underwriters’ Lab- 
oratories and can be labeled explosion-proof. In 
new constructions, the installation of explosion- 
proof electrical equipment should be mandatory, 
and, wherever possible, hazardous fixtures should 
be replaced in old constructions. The idea that op- 
erating-room lights, because they are five or six 
feet above the floor, are not explosion hazards is 
not universally accepted. The motion of occupants 
of the room or some unusual occurrence may cre- 
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ate air currents which carry explosive concentra- 
tions of gas even to the ceiling. Therefore, an 
unapproved light, even though electrically perfect, 
could ignite the gas from the heat of the bulb 
alone. No spark would be required. 


Is it any wonder that hospital administrators 
constantly are apprehensive lest some unfortunate 
happening will occur with non-explosive proof 
equipment, and that today this subject is one of 
the most important confronting the hospital field. 


There are some, of course, who contend that the 
operating-room light is a negligible factor as re- 
gards explosion hazards. They assert that no ex- 
plosion has ever been attributed to it. Perhaps 
so, but it might be well to bear in mind the old 
saying that the gun that “isn’t loaded” is usually 
the one that kills. 


Gas machines of the blower type for ether ad- 
ministration can be protected in a great measure 
through the use of explosion-proof motors. At 
the present time, the Underwriters’ do not list an 
approved motor for Class 1, Group C, Hazardous 
Locations (operating rooms), but they do list sev- 
eral Class 1, Group D. These are completely 
enclosed, and, until a completely safe motor is 
evolved, should be used in all operating room 
applications. 


Tank gas machines, because of their very na- 
ture, are suspects. There is in them a constant 
rush of dry gases from high pressure tanks, and 
an ideal situation exists for the production of 
static electricity through the friction of the gases 
themselves. Perhaps some vrogressive manufac- 
turer can be persuaded to develop a machine which 
would give positive assurance of safety. 


Those who are concerned with hospital admin- 
istration are prone to consider equipment manu- 
facturers as necessary evils, forgetting that al- 
most entirely through their initiative has surgical 
equipment been developed to its present efficient 
state. Such discoveries as the Underwriters” 
Laboratories made when it tested explosive-proof 
lights and found they can be manufactured lighter 
in weight than many existing lamps now on the 
market and that they can, and are being made ad- 
justable, shows that intensive work is being done 
in this field. By concentrated effort on the part 
of hospital administrators, representatives of the 
Underwriters’ Laboratories, and the manufactur- 
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ers of explosive-proof equipment, ideas and sug- 
gestions might be correlated for the elimination 
of this constantly existing hazard. 


The American Hospital Association is to be con- 
gratulated for its efforts to bring forth a solution 
to this all important subject. 

W. E. L. 


—— > 


Parking Space 


One of the greatest problems confronting many 
of our hospitals, especially those in the cities, is 
that of automobile parking space for doctors, 
visitors, and employees. Space must be provided 
for the doctors’ cars. If a doctor has a crowded 
schedule or an emergency case and he must drive 
around two or three blocks to find a parking 
space for his car the loss of time may have its 
serious consequences. 


In the case of providing space for visitors’ cars, 
the problem is becoming acute. We spend a great 
deal of thought on developing the right attitude 
towards visitors within the hospital but our sin- 
cerity may be questioned if we put up “no park- 
ing” signs and expect hospital visitors to leave 
their cars on nearby streets which, generally, are 
poorly lighted or congested. 


As a general rule, employees are left to shift 
for themselves, but it would make for efficiency 
to provide parking space for employees’ cars, 
even though a charge must be made for it. 


Some hospitals that have sufficient ground are 
arranging parking lots. Others are erecting 
garages in which the visitors can park with or 
without pay. Some are planning underground 
garages in their new buildings. 


Many trustees are bemoaning the fact that they 
did not anticipate their need for a parking lot a 
few years ago and buy some adjacent property. 
If a hospital does not own. sufficient ground to 


care for future parking needs the trustees should 
arrange for the purchase of ground adjoining or 
near the hospital, for sooner or later the parking 
problem must be met and very likely additional 
ground can be purchased more cheaply now than 
at any future time. 


——$<——— 


The Publications of the Association 


In addition to HOSPITALS, the annual Trans- 
actions, official bulletins, and legislative reports, 
the American Hospital Association publishes and 
distributes to its members the studies of its vari- 
ous Councils, and the work of its special Commit- 
tees. These publications are authoritative on the 
particular subject or subjects to which they refer. 
They are, in the majority of instances, the texts 
upon which good hospital practice and procedure 
is based. 


The latest publication released is “The Manage- 
ment of Tuberculosis in General Hospitals.”’ This 
is the work of the Council on Professional Prac- 
tice, of which Dr. R. C. Buerki is chairman. It is 
a classic in its field. It is the first complete test on 
this subject. It was prepared in large part by 
William H. Oatway, Jr., M.D., Assistant Professor 
of Medicine in the University of Wisconsin Medi- 
cal School and Assistant Physician in the State of 
Wisconsin General Hospital. It has been approved 
by the leading specialists in the treatment of 
tuberculosis, and accepted by the organized bodies 
having to do with the care of the tuberculous. 


It is part of the service of the American Hos- 
pital Association to study the various phases and 
the special procedures in hospital operation, par- 
ticularly in the care of the sick, through its Coun- 
cils and special committees, and as the studies are 
completed, to publish and distribute them to the 
hospital field. Two years were spent in study and 
research before “The Management of Tubercu- 
losis in General Hospitals” was ready for publi- 
cation. 
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which have been made in the science of 

air conditioning, a very radical step has 
been taken in the construction of the operating 
rooms in the new pavilion wing of The Jewish 
Hospital of Cincinnati, Ohio. These rooms are 
windowless. 


A S A RESULT of the present day advances 


Heretofore, in order to obtain sufficient light 
and air, it was considered important that oper- 
ating rooms, with large windows, be placed on 
the top floor of a hospital building. Today, the 
age-old tradition that windows are necessary no 
longer exists, and surgeons do not have to. take 
into consideration the vagaries and variables of 


either natural light or ventilation. With the new- . 


est achievements in shock-proof lighting fixtures 
and air conditioning equipment, which automati- 
cally and effectively control the temperature, 
humidity, and cleanliness of air supplied, the 
complete abandonment of windows has been made 
possible. 


The Air Conditioning System 


Realizing that air conditioning at best is ex- 
pensive, particular attention was given to the 
incorporation of certain features to keep the 
operating cost at a minimum. Because of the 
importance of these features, a brief description 
of the type of system installed here follows: 


The surgical section, located on the first floor 
of the new pavilion wing, includes six operating 
rooms—four major and two minor—and between 
each two rooms a surgeons’ scrub-up room. 


Each operating room is provided with two 
sources of conditioned air—the main supply of 
conditioned air and a separate, independent con- 
ditioning unit. 


The main supply of conditioned air is furnished 
to each operating room from a central air condi- 
tioning unit. This unit takes its supply of air 
from outdoors and after triple cleaning it, it is 
“conditioned” and delivered to each of the oper- 
ating rooms at a uniform temperature of 80°, 
with a humidity of 56 per cent, which corresponds 
to the optimum conditions as recommended by the 
College of Surgeons. 


Cleaning the Air 


The cleaning of the air is unusual in that it is 
first filtered through conventional types of filters 
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which remove the large particles of dust and dirt. 
The air is then passed through an electrostatic- 
precipitator, a recent development in which all 
small particles, including even smoke, fumes, and 
a very high percentage of air-borne bacteria, are 
removed by precipitation with high voltage cur- 
rent. The cleaning operation is completed by 
passing the air through an air washer, in which 
the air is brought into intimate contact with 
water sprays. The humidity of the delivered air 
is controlled by regulating the temperature of the 
spray water and by supplementary reheating 
coils. This clean, tempered, and humidified air 
is supplied to each of the operating rooms only 
when they are in actual use and for a short inter- 
val before being placed into service. 


Controlling the Air Supply 


The air supply to each of the rooms is con- 
trolled by a simple push button located in the 
respective operating rooms. In practice, the 
supervisor of the operating rooms will turn on 
this supply of air a few minutes before the room 
is placed into service. A small pilot lamp in the 
room will indicate that the system is in operation 
and that conditioned air is being supplied. 


In addition to the main supply of conditioned 
air, each operating room is provided with a 
separate, independent conditioning unit. These 
units, which are located on the ceiling below, are 
connected to the operating rooms by means of 
sheet metal ducts and are arranged to recirculate 
the air within the room. The function of these 
units are two-fold; first, to supply the main heat- 
ing and cooling requirements arising from the 
outside exposure and internal heat generated by 
the operating room lights, occupants, etc., and 
thereby maintaining the atmospheric conditions 
uniform and compensating for internal and ex- 
ternal changes; and, second, to afford an eco- 
nomical means of keeping the room in “condition” 
when the room is not being used and the main 
source of conditioned air is shut off. Far more 
refrigeration is required to take outside air at 90° 
to 100° temperature with a high humidity and 
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condition it to 80° than it does to maintain this 
latter condition with recirculated air. 


Flexibility of the System 


It is evident that we have provided a most flex- 
ible arrangement. If only two or three of the 
operating rooms are scheduled fos use, the in- 
dividual recirculating air conditioning units will 
bo placed in operation approximately an hour 
before the room is placed in service and the in- 
dividual units in the unused rooms will be shut 
down. Refrigeration and .electric energy are 
thereby conserved. The main supply of condi- 
toned air is also shut off until just prior to plac- 
ing the respective rooms in service. By this 
means the quantity of air supplied and the use 
cf refrigeration and electricity will be propor- 
tionate to the number of rooms in service. An- 
other advantage is that one or two rooms may be 
kept in readiness for emergencies by operating 
the recirculating unit only—again keeping. down 
the operating expense. 

Because of this dual system, failure of the main 


air supply will not preclude the use of the rooms. 
This is very important, since windows have been 


entirely abandoned and we are completely de- 
pendent upon the air conditioning system. 


The air supplied from the main source is ex- 
hausted by a separate exhaust system which re- 
moves the air from the operating rooms and also 
from the surgeons’ wash rooms. The recirculat- 
ing units have a capacity to recirculate the air 
within the room every five minutes and, in addi- 
tion, the independent conditioned air. supply will 
afford a change within the room every four min- 
utes. Only a very small concealed radiator is 
required in each room to remove the chill from 
the windowless exterior wall to prevent condensa- 
tion. The steam supplied to this radiator is con- 
trolled automatically with the conditioning units. 


The possibility of air-borne infections have 
been eliminated in that none of the main condi- 
tioned air supply is recirculated. All the air 
supplied to any operating room is exhausted from 
the room itself. It is to be noted that where 
recirculated air is employed in the auxiliary unit, 
a separate unit has been provided for each operat- 
ing room and that none of the air from any room 
can reach any other room. 





Distribution of Expenditures for 1938 in a 330-Bed Hospital in Canada 


Apportioned as follows: 





Controllable ...... $215,891.33 67.25% 
Uncontrollable ... 105,156.62 32.75% 
TOUL (osc ounedc $321,047.95 100.00% 
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condition it to 80° than it does to maintain this 
latter condition with recirculated air. 


Flexibility of the System 


It is evident that we have provided a most flex- 
ible arrangement. If only two or three of the 
operating rooms are scheduled fog use, the in- 
dividual recirculating air conditioning units will 
be placed in operation approximately an hour 
before the room is placed in service and the in- 
dividual units in the unused rooms will be shut 
down. Refrigeration and .electric energy are 
thereby conserved. The main supply of condi- 
toned air is also shut off until just prior to plac- 
ing the respective rooms in service. By this 
means the quantity of air supplied and the use 
cf refrigeration and electricity will be propor- 
tionate to the number of rooms in service. An- 
other advantage is that one or two rooms may be 
kept in readiness for emergencies by operating 
the recirculating unit only—again keeping. down 
the operating expense. 


Because of this dual system, failure of the main 
air supply will not preclude the use of the rooms. 
This is very important, since windows have been 


entirely abandoned and we are completely de- 
pendent upon the air conditioning system. 


The air supplied from the main source is ex- 
hausted by a separate exhaust system which re- 
moves the air from the operating rooms and also 
from the surgeons’ wash rooms. The recirculat- 
ing units have a capacity to recirculate the air 
within the room every five minutes and, in addi- 
tion, the independent conditioned air. supply will 
afford a change within the room every four min- 
utes. Only a very small concealed radiator is 
required in each room to remove the chill from 
the windowless exterior wall to prevent condensa- 
tion. The steam supplied to this radiator is con- 
trolled automatically with the conditioning units. 


The possibility of air-borne infections have 
been eliminated in that none of the main condi- 
tioned air supply is recirculated. All the air 
supplied to any operating room is exhausted from 
the room itself. It is to be noted that where 
recirculated air is employed in the auxiliary unit, 
a separate unit has been provided for each operat- 
ing room and that none of the air from any room 
can reach any other room. 
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Travel to the Forty-First Annual Convention 
of the American Hospital Association 


September 25-29, 1939 


CONTACT YOUR LOCAL MOTOR, AIR, AND RAILWAY AGENTS FOR DETAILED TRAVEL 
INFORMATION 


APPROXIMATE 
ROAD MILES TO TORONTO 
FROM Via 
Atlanta, Ga 


Bismarck, N. D 
Boston, Mass 


Knoxville, Cincinnati, Toledo.. 984 
Fargo, Chicago 
Buffalo, Auburn 


Chicago, IIl 
Cincinnati, O 
Cleveland, O 
Colorado Springs..... Denver, Chicago, Detroit 
Columbus, O 
Dallas, Tex 


Detroit 
Toledo, Detroit 


Louis, Indianapolis, 
Wayne, Detroit 
Davenport, Ia Chicago, Detroit 
Denver, Colo 
Des Moines, Ia 
Detroit, Mich 
Dubuque, Ia 
Duluth, Minn 
El Paso, Tex 
Ft. Wayne, Ind 
Grand Rapids, Mich. . Port Huron 
Indianapolis, Ind Ft. Worth, Detroit 
Kansas City, Mo Springfield, Indianapolis, 

Detroit 
Little Rock, Ark St. Louis, Indianapolis 
Los Angeles, Calif....St. Louis, Indianapolis 
Louisville, Ky Cincinnati, Toledo, Detroit 
Madison, Wis........ Chicago 
Memphis, Tenn Nashville, Louisville, Cincinnati, 
Toledo 
Miami, Fla Atlanta, Cincinnati, Toledo 
Minneapolis, Minn.... Chicago, Detroit 
Montreal, P. Q 
Nashville, Tenn 
New Orleans, La 
New York City 
Omaha, Nebr 
Peoria, IIl 
Philadelphia, Pa 
Phoenix, Ariz 
Pittsburgh, Pa 
Portland, Ore 
Pueblo, Colo 


Des Moines, Chicago, Detroit. ..1,578 
Chicago, Detroit 


Chicago, Detroit 
St. Ignace, Pt. Huron 
Dallas, Indianapolis, Detroit. . .2,133 


Louisville, Cincinnati 

Memphis, Cincinnati, Toledo. ..1,428 
Scranton, Buffalo 

Chicago 

South Bend 

Scranton, Buffalo 

Dallas, St. Louis, Indianapolis. .2,556 


Salt Lake City, Chicago 
Denver, Chicago 


Rockford, IIl 
St. Louis, Mo 


Indianapolis, Ft. Wayne, Detroit 777 
Salt Lake City, Utah.. Chicago 1 
San Francisco, Calif. . Chicago 


Seattle, Wash 
South Bend, Ind 
Spokane, Wash 
Springfield, Ill 


Sioux Falls, Chicago 

Detroit 

Sioux Falls, Chicago 
ee 


Terre Haute, Ind... .Indianapolis 


Toledo, O 
Tulsa, Okla 
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Miles Via 


APPROXIMATE 


RAIL HOURS APPROXIMATE AIR 
TU TORONTO HOURS TO BUFFALO 


Chicago .... 


Buffalo ..... 


Detroit. .....<. 
Buffalo ..... 


Chicago .... 
Buffalo ..... 


Chicago .... 
Chicago .... 


Chicago .... 
Chicago .... 


Chicago .... 
Chicago .... 
Kansas City. 
i ae 
Detroit ..... 
Cleveland ... 


Chicago ... 
St. Louis.... 
Chicago .... 


Chicago ....1 


Chicago ... 


Detroit .<...< 
Detroit: ..-..4 
Chicago .... 


Chicago .... 
Chicago ... 
Buffalo ..... 
Chicago .... 
Buffalo .. 
Chicago .... 
Chicago .... 
Montreal ... 
Chicago .... 
Chicago .... 
Chicago ... 
Chicago .... 
Chicago... 
Chicago .... 
Chicago .... 
Chicago .... 
Chicago .... 
Detroit ..... 
Detroit ..... 
St. Louis.... 


HoursVia 
Detroit... 


Hours 


Washington, D. C.. 8 
Chicago 


Detroit 
Detroit 


Washington, D. C..13 

Rail to Moline, then 
Air 

Chicago 

Chicago 


Pittsburgh 
Detroit 
Cincinnati 


Chicago 
Washington, D. C..11 


Milwaukee 


Chicago 
Washington, D. C..10 
Chicago 5 


Cincinnati 
Chicago 


Pittsburgh 
Washington, D. C..17 


Chicago 
Denver 


Chicago 
Chicago 
Chicago 
Chicago 


Washington, D. C..10 


Chicago 
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Approximate 
From 
Via 
Washington, D. C.... Wilmington, Buffalo 
Wichita, Kans 
apolis 
Wilmington, N. Car. . Washington, D. C. Buffalo 
Winnipeg, Man 


Advance Call 

You should plan now to attend The Forty-first 
Annual Convention of the American Hospital 
Association. You will meet delegates and col- 
leagues and fraternize with visitors from every 
corner of this country, Canada and the world 
(many members of the International Hospital 
Association are planning to stay over for the 
American Hospital Association. Convention). You 
will be benefited by the interchange of experiences 
and ideas with individuals from other states, 
provinces, and countries who are interested in 
hospital activities. 


You will hear addresses, reports, round tables 
and panel discussions on. subjects of vital interest 
to all hospital people. 


Study the motor, rail, and air chart on the pre- 
ceding page and make your arrangements now. 
Be sure to send in your hotel reservations early. 
Consult the July issue of HOSPITALS, pages 68- 
69, for hotel accommodations. 


Attention Motorists 


It is well for United States’ motorists to note 
that a gallon of gasoline or oil in Canada is 
160 ounces, while in the United States it is only 
128 ounces; so four gallons in Canada equal five 
gallons in the United States. In Canada the 
standard of measure is the “Imperial” gallon, 
whereas in the United States it is the “Wine” 
gallon. 


Road Miles to Toronto 
Miles Via 


Kansas City, Springfield, Indian- 


Minneapolis, Chicago, Detroit. .1,390 


Approximate 
Rail Hours 
To Toronto 


Hours Via 


Approximate Air 
Hours to Buffalo 


Sudbury ... (Toronto) 8 


Side Trips from Toronto 
By boat to Niagara Falls one has the choice of 
the steamers of the Canada Steamship Lines, via 
Lewiston; or Niagara -St. Catharines - Toronto 
Line, via Port Dalhousie; a wonderful two and 
a half hour sail. 


Gray Line Coaches of the most modern type 
ply between Toronto, Niagara Falls, and Buffalo, 
daily, at convenient intervals—a beautiful three- 
hour drive over the Toronto-Niagara Falls-Buf- 
falo Boulevard. 


Fine rail service, as well as motor coach service 
over wide paved highways, is provided to the pop- 
ular Muskoka Lakes, Lake of Bays and Georgian 
Bay summer resort sections, and to Callander, 
Ontario, home of the “Dionne Quintuplets”—all 
north of Toronto; also to the Kawartha Lakes 
section. 

Purchases In Canada 

Two of the world’s largest departmental stores 
are in Toronto and many small stores and spe- 
cialty shops display a wide range of goods from 
Great Britain and Europe at prices which will 
appeal to American visitors. Canada’s native 
furs and Holland diamonds are seen at their best 
in Toronto. 


Residents of the United States, returning from 
Canada, may take back articles up to $100 in 
value, duty free, if for personal or household use, 
or as souvenirs or curios. Exemption is allowed 
after forty-eight hours in Canada. 
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Mental Health and Medical Economics 


C. RUFUS ROREM, Ph. D., C.P.A. 


314 billion dollars a year for health services 

of all types. Of this total, less than six per 
cent (about 200 millions) is spent for the diag- 
nosis and treatment of mental disease. 


Ts American people spend approximately 


Of the money spent for the treatment of mental 
illness, 90 per cent is expended in custodial in- 
stitutions in which patients remain an average of 
four years, and in which half of them remain until 
their death. Less than 20 million dollars is spent 
for the diagnosis and treatment of mental illness 
in. patients’ homes and doctors’ offices. 


Mental illness is not immediately disabling in 
minor cases, and treatment of the patient is most 
effective and least expensive at the earlier stages. 
The present practice, therefore, of locking up the 
patient after the mind has flown indicates lim- 
ited knowledge or interest concerning mental 
health on the part of both the public and the pro- 
fessions. 


Economics of Mental Health Service 


The economic facts concerning mental health 
present certain definite contrasts with those for 
the economics of general medical care and hos- 
pitalization. It is estimated that approximately 
one person in twenty will be hospitalized for 
mental illness during his life time, whereas gen- 
eral illnesses require an average of two or three 
hospitalizations for every person. In any one 
year more than eight million persons are admitted 
to hospitals in the United States, of whom scarcely 
100,000 or 114 per cent are first admissions to 
mental hospitals. But nevertheless this small per 
cent of the population account for nearly half of 
the occupied beds in the hospitals of the United 
States. 


Hospitals and hospitalization for mental illness 
are concentrated geographically according to the 
average wealth of the population. Proportionate- 
ly more persons are hospitalized for mental care 
in Massachusetts than in Mississippi, although 
there is no evidence of greater mental disease in. 
Massachusetts. Groups of people tend to receive 
the amounts and kinds of health service they can 
pay for, rather than the amounts and kinds they 
need. 


Hospital facilities and hospital cases give no 
clue to the amount of disease or number of mental 
cases—merely to the amount of money spent for 
hospitals and their bed capacity. Hospitals for 
mental disease have always been filled to capacity. 


80 


population. 
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The growth of bed capacity from 300,000 to 500.- 
000 in the last 15 years is merely a present-day 
attempt to give custodial care to patients already 
afflicted. It is in no sense a measure of a growth 
in mental disease during the past decade. An- 
other 50,000 or 100,000 beds could probably be 
filled immediately with patients in need of hos- 
pitalization. 


There are but few statistical data concerning 
the care of mental health outside of hospitals. 
This results apparently from several factors: the 
small amount of mental health service, the diffi- 
culty of labelling a doctor’s service as concerned 
with mental health, the tendency of individuals to 
classify their mental disorders in some other man- 
ner. Dr. Michael Davis has, however, made an es- 
timate of approximately 17 million dollars as the 
income of practicing psychiatrists. 


Nearly all private physicians who specialize in 
psychiatry are located in cities of 100,000 or more 
The average citizen is inclined to 
think of psychiatric service as a tragedy or a fad, 
and good mental care has been considered too cost- 
ly for the average citizen. Not that the earnings 
or fees of psychiatrists are too high, but merely 
that the period of incapacity is too long for self- 
support. 


The care of mental disease is primarily a state 
function in the United States and throughout the 
world. Three-fourths of the costs are met from 
Federal, state and local taxes, 20 per cent from 
fees in doctors’ offices and private sanitaria, and 
five per cent from philanthropy. This may be con- 
trasted with the expenditures for general illness, 
which are 80 per cent from patients’ fees, 16 per 
cent from government and four per cent from 
philanthropy and taxation. 


Hospitalization represents 90 per cent of the 
costs of mental illness, yet only 23 per cent of gen- 
eral expenditures for medical care. The average 
expenditure for private physician’s service is ap- 
proximately $8.00 per person per year; for mental 
disease the expenditure for physician’s service is 
approximately 15 cents per person per year. Con- 
sidering the specialized nature of psychiatric ser- 
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vice, this would mean that not more than one 
“doctor’s visit” in 50 was concerned primarily 
with a mental disorder. 


Direct and Indirect Costs of Mental Disease 


The costs of mental disease are of two types: 
frst, the actual expenditures for medical care and 
hospitalization, which are estimated variously at 
emounts ranging from 180 to 230 millions annual- 
ly by the contributors to the mental health forum 
cf the American Association for the Advancement 
cf Science; second, the loss of earning power re- 
culting from inability of the patients to engage in 
economically useful activity. The latter total is 
estimated by the contributors to this discussion 
«t amounts somewhat less than one billion dollars. 
“hese estimates apply to mental disease only, 
exclusive of mentally defective cases. 


Disability for economic productivity because of 
mental disease bears a somewhat different rela- 
tion, to the general economy from that caused by 
other illness. Medical and surgical cases occur 
frequently with short periods of total disability. 
Mental illnesses occur infrequently with long pe- 
riods of partial or total disability. The reduction 
in the “economic value of a man,” as Dr. H. Pol- 
lock computes the amount, results, in the case of 
mental disease, from premature economic death. 
To the extent that mental disease can be pre- 
vented or cured, the “economic life” can be pro- 
longed or restored. 


The prolongation or restoration of earning 
power is economically significant only if society 
makes possible the exercise of this power in pro- 
duction and distribution. of economic goods. The 
social significance of mental disease and deficiency 
must, it would seem, be measured in human rather 
than fiscal terms. For what doth it profit to man 
to be “fit”? mentally if he does not “fit”? economical- 
ly into the work and play of the world. I find it dif- 
ficult, either as economist or accountant, to be im- 
pressed by economic losses from unemployability 
in a community or nation saturated with unem- 
ployment. The unemployability is important pri- 
marily from the humane and social point of view, 
not from the standpoint of reduced total produc- 
tivity. 


Advantages of “Family” Care 


The importance of institutional care, even for 
mentally deficient cases, has undoubtedly been 
overemphasized from the point of view of adjust- 
ing the patient to his general environment. The 
normal individual carries on his personal life in 
a familiar rather than institutional environment. 
The subnormal person also, it would seem, could 
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profit by observation and treatment in “families” 
rather than mental hospitals. The development 
of family care would not only relieve institutional 
space for the care of individuals requiring cus- 
tody, but also introduce the mild or cured cases 
gradually to family or community life. 


The financial economy of home care must be re- 


’ garded as secondary to the indirect advantages to 


the patient and the community, for as Miss Hester 
B. Crutcher has pointed out, the family care of the 
mentally ill tends to create an intelligent under- 
standing of the mentally diseased or defective in- 
dividual, and a tendency to accept rather than re- 
ject such persons as part of society. Mental dis- 
ease or deficiency is, of itself, no more evidence 
of moral turpitude than crossed eyes or diminutive 
stature. If this fact could be recognized: general- 
ly, it probably would go far toward reducing the 
incidence of mental disease and the losses from 
mental deficiency. We do not make stevedores out 
of physical featherweights, or encourage mental 
lightweights to enter the so-called learned profes- 
sions, yet a conscious program for development of 
opportunities of the mentally diseased or deficient 
would be wholesome in its immediate and long- 
run effects. 


Hospitalization and Mental Health 


The economics of hospital administration ap- 
pear to require greater attention to diagnosis and 
treatment and less attention to custodial service. 
(Compare papers by Dr. William Bryan, Dr. Hora- 
tio Pollock and Dr. I. S. Falk). An early cure of 
mental or other case of sickness may prevent an 
extended period of hospitalization at much greater 
cost. Improved psychiatric service in the mental 
hospitals would be an economic gain to the com- 
munity by reducing the number of cases admitted, 
shortening their periods of stay, and increasing 
the percentage of recoveries. 


Some politicians have pointed with pride to the 
low costs of operating insane asylums, which in 
many instances are less than $1.00 per patient- 
day. Conversely they have viewed with alarm the 
costs of psychiatric institutes for thorough treat- 
ment, which have involved costs of $5.00 or $6.00 
per day. Yet the costs per case to the taxpayer 
have been greater in the former institutions. 


A western state operates an 80-bed psychiatric 
hospital and diagnostic center in connection with 
its medical school, also a state hospital for men- 
tal diseases housing 3800 patients. The former 
institution serves annually 900 different appli- 
cants or committed cases for mental treatment; 
only 700 new patients were admitted to the large 
institution. The average length of stay for bed- 
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care in the small institution was 30 days (many 
other patients were treated as office cases); in 
the larger, the average was five years. The aver- 
age cost per case in the first instance was $180.00; 
in the latter $2,000, or more than ten times as 
much, not to mention the inconvenience to the pa- 
tient, the removal from the patient’s home, or the 
loss of earning power. 


It may be argued, of course, that such a service 
merely turns back to society those persons who do 
not require extended hospitalization, or that it 
merely selects the most hopeless cases for custo- 
dial service. On either score the diagnostic and 
treatment service must be regarded as desirable. 
For if mentally ill patients can be restored to use- 
ful employment or normal family life through 
scientific psychiatric service, the patient and the 
community have both gained from the procedure. 
It would be false economy to permit indiscrim- 
inate commitment of patients to mental hospitals, 
each for several years of custody, when a large 
number might improve or recover under short 
periods of intensive treatment and observation. 


Dr. Bryan emphasizes the importance and pos- 
sibility of economy in hospital administration, 
through the use of budgetary control and im- 
proved accounting and statistics. He demonstrates 
that the economics of large-scale activity tend to 
be offset by the difficulties of supervising person- 
nel and facilities in the institutions with more 
than 4,000 or 5,000 beds. 


Dr. Bryan, as a physician, has paid a compli- 
ment to accounting as a method of control, within 
the limits of reasonable standards of care. As an 
accountant, I would like to rejoin by expressing 
gratification that hospitals with 5,000 to 6,000 pa- 
tients can render any degree of personal or scien- 
tific services to the mental cases under care. To 
a layman it is unbelievable that intensive personal 
service necessary to the treatment of mental cases 
can be rendered to such large groups of persons. 


It is no wonder (to a layman) if care in mental 
hospitals does not reach a high level of scientific 
value. It is a wonder that the care is of any value 
at all. Only a score of hotels in the world have as 
many as 1,000 beds each, the limitation resulting 
from the inability of the management to maintain 
any degree of personal service to their guests 
Yet the typical state hospital for mental disease is 
constructed for more than 1,000 patients, with 
average occupancy frequently exceeding 5,000 or 
6,000 patients throughout the year. 


Social Work and Mental Health 


Social work for mental patients (as well as 
other patients) must be regarded as justifiable, 
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from both humanitarian and economic points of 
view. Social case work may be described as the 
reciprocal or counter-part of the work of the psy- 
chiatrist. The physician attempts to understand 
the patient’s mind and to bring about an adjust- 
ment to the environment; the social worker at- 
tempts to understand the environment and make 
some adjustment to the needs of the patient. At 
any rate, as Dr. W. A. Bryan points out, social 
work for discharged cases reduces and delays re- 
admissions to a measurable degree. It was esti- 
mated that for 300 cases alone, social work ac- 
counted for a reduction of 9,000 days in the 
amount of institutional care during a twelve- 
months’ period. 


There is a tendency to ignore mental disease in 
the various programs for medical care of the indi- 
gent. Funds are available for the services of med- 
ical practitioners for physical disease or disabil- 
ity, but very few medical auditing committees 
would approve a bill for psychiatric service to a 
relief client. The cause lies in the paradox, name- 
ly that lay and medical men tend to identify men- 
tal disease or deficiency with the condition of eco- 
nomic dependency. A patient may be a mental 
case because he is a relief client, or he may be a 
relief client because he is a mental case. To re- 
move a mental condition may be to remove a client 
from the relief rolls. The treatment of mental 
cases, therefore, takes on many of the aspects of 
social case work, which is conventionally a part of 
social service rather than medical care. Psychia- 
tric service attempts to resore the relief client to 
normal economic or family life. Unfortunately 
medical care too often is regarded as satisfactory 
when it has removed the symptoms of a sick relief 
client. 


Emotional Factors in General Health 


Dr. H. Flanders Dunbar makes the statement: 
“There is no illness without important emotional 
or psychic factors.” Luter he says “emotional dis- 
turbances are often the causes of mental illnesses 
and so must be considered in any preventive pro- 
gram, but they may lead to physical illness as 
well.” 


Economists have known for some time that 
emotion frequently transcends reason in the nor- 
mal life and decisions of the so-called “economic” 
man. Dr. Dunbar goes one step farther, and de- 
scribes the psychic factor as a determinant in a 
large proportion of the so-called physical ailments. 
On this assumption, the present low total expendi- 
ture for the diagnosis and treatment of mental 
disease cannot be justified. 


Concentration of economic expenditure upon 
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the removal of emotional factors in illness ap- 
pears to a layman to be a rational procedure. 
Failure to take the psychic component into ac- 
count results in many costs to the individual, the 
institution and the community. The reduction of 
“proneness” to accident alone might well stimu- 
late industry to spend additional sums in preven- 
tive work, not merely to protect expensive ma- 
chinery from destruction, but also to avoid liabil- 
ity for loss of health and life on the part of the 
workers. 


The psychic factor in “length of stay” in hos- 
piials has been long recognized by people con- 
cerned with the payment of hospital bills. This 
tendency is entirely apart from the clinical judg- 
ment of the practitioner as to whether hospital 
care is necessary. Many people are willing to sac- 
rifice the other man’s last dollar in order to keep 
well. 


The recommendations of Dr. Dunbar for more 
intelligent dealing with the psychic component 
seem reasonable to a medical economist. He sug- 
gests more attention. to the interrelations of physi- 
cal, psychic and social factors in the treatment of 
disease both generally and in specific illnesses. He 
also argues from training of general practitioners 
in the analysis of emotional factors and the devel- 
opment of more psychiatric consultants for con- 
ference with the medical profession. 


Public Attitudes Toward Mental Health 


Undoubtedly the greatest results in the care of 
mental disease can be obtained when the patient 
is still active in business or normal family life. 
Yet unfortunately most of us laymen are unwill- 
ing to seek care for a mental illness until it is 
forced upon us by our relatives or the courts. For 
the few intelligent souls who suspect their mental 
illnesses early, the treatment acquires aesthetic as 
well as hygienic aspects. From the standpoint of 
one’s friends and business associates, voluntary 
submission to psychiatric treatment is an act of 
heroism, and to have been “‘psyched” is much the 
same as to have been decorated. It sets one off as 
aman “apart.” The scientific students of pyshia- 
try are forced to work again this attitude. Men- 
tal illness mystifies, may even terrorize, the law- 
yer and clergyman as well as the farmer, the 
baker and professional politician. 


Social Security and Mental Health 


As measures for dealing with mental health, 
Drs. Falk and Hirsch make the broad suggestion 
that there must be reasonable security of income 
for all and special groups of individuals. This 
security would remove the element of economic 
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uncertainty from daily living which, in many in- 
stances, appears to be the basis for mental disease. 
As specific measures for attacking the problem of 
mental health, three types are listed: preventive 
(economic and hygienic), palliative, treatment. 
Among the preventive group are certain economic 
measures, namely, social insurance against the 
hazards of old age, unemployment, and disability. 


’ These must be supplemented, of course, by definite 


relief for individuals who cannot now take an ac- 
tive part in the economic scheme. They include 
the aged, the young, the physically and mentally 
disabled. The administration. of a plan of disability 
insurance for mental disease is not easy, for the 
recognition and treatment of mental disability in- 
volve judgments of economic as well as physical 
fitness for gainful employment. 


Falk and Hirsch also suggest hygienic measures 
for preventing loss from mental disease. The sug- 
gestions parallel closely those of Dr. Bryan, name- 
ly, the development of mental hygiene centers 
which include clinics for diagnosis and treatment 
of early and acute cases which are not hospital- 
ized. These clinics would also serve as the center 
for consultation with citizens, professional groups, 
and the court. From such mental hygiene cen- 
ters would be administered field service for the 
care of patients not committed to hospitals. As 
palliatives, there are suggested such long-run. in- 


fluences as improved housing and sterilization. 
Treatment involves two separate, yet interrelated 
problems. The first is greater knowledge of men- 
tal disease through research on the part of pro- 


fessional groups. The second is more financial 
support of the procedures for diagnosis and treat- 
ment. 


Each participant in this symposium emphasizes 
the need of more adequate and systematic finan- 
cial support for the care of mental disease. Lead- 
ers in the mental hygiene field are already familiar 
with the scientific problems of mental disease and 
the care of the mentally defective. This knowl- 
edge needs to be implemented by a thoroughly 
soundly financed program of action. which will 
transmit the information to other members of the 
profession and bring the medical profession and 
patients closer together. In the field of mental 
health, the economic barrier to adequate treat- 
ment rises still higher than it does for the care of 
physical diseases. 


The primary problem, therefore, is “not to learn 
more” about mental health, “but to do more” about 
mental health. The American people are in much 
the same position as the farmer who refused to 
buy a book on scientific farming on the ground 
that “I’m not farming as well as I know how 


”? 


now.” From the presentations of this symposium, 
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it would appear that we need to concentrate on 
using present knowledge and ability, rather than 
increasing our understanding. ; 


Conclusion 


The care of mental disease is, from the eco- 
nomic point of view, primarily concerned with the 
custody of long-stay cases in hospitals. Very lit- 
tle money is spent for home or office or clinic care 
by physicians. Although much could be gained 
through home care of mental defectives and con- 
valescent mental disease cases, the practice is not 
common in the United States. Social service work 
has proved effective but has not been widely de- 
veloped. 


Scarcely one per cent of the hospital admissions 
during a year are to institutions for mental dis- 
ease, yet such patients account for more than half 
the occupied beds. Mental care like all medical 
service is concentrated according to wealth and 
income, rather than need of such service. 


Psychic or emotional factors are estimated to 
cause or accompany nearly half the so-called 
physical illnesses, particularly those requiring 
hospitalization, yet very few of the 5,000 general 
hospitals have any provision for psychiatric ex- 
aminations for their 8,000,000 cases admitted an- 
nually. Very few hospitals or metropolitan areas 


have adequate diagnostic facilities for mental dis- 
ease. 


People appear to experience mental disease from 
fear of losing present income or wealth, rather 
than from an actual state of poverty. The loss of 
productive capacity is a greater economic factor 
than expenditure for diagnosis or treatment. Men- 
tally diseased or defective persons are “economic- 
ally” dead even during a period of custody. From 
the economic point of view, the treatment of men- 
tal disease is the prevention of lost earning power; 
the care of mental defectives is essentially a prob- 
lem of public welfare, to utilize the partial abili- 
ties of the patients as members of the general 
community or inmates of institutions. 


Institutional care is the typical form of treat- 
ment for mental cases in the United States. The 
mental hospitals, 95 per cent of the bed capacity 
under government auspices, are operated at costs 
of less than $1.00 per day including physicians 
and nursing service. The average patients stays 
about 4 years. 


The eight papers lead one to express the follow- 
ing conclusions about the Relation of Mental 
Health to Medical Economics: 


1 The provision of mental health service in 
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America is essentially a government responsibil- 
ity. 95 per cent of the beds in mental hospitals, 


_ representing not less than. $1,000,000,000 capital 


investment, has been provided through taxation. 
Mental cases usually become “indigent” through 
unemployability or need of long periods of treat- 
ment. There is no indication that costs of hos- 
pitalization can ever be borne by the families of 
mentally ill persons, although early diagnosis 
would reduce unemployability. 


2 Hospital costs in America could be reduced 
by more attention to emotional factors in physical 
illness. If the stay of patients were reduced cn 
the average by two days (either through fewer ad- 
missions or earlier discharges) the public would 
be saved $100,000,000 annually. 


3 Government supported mental health centers 
for diagnosis and treatment would save the tax- 
payers large amounts of money. This would re- 
sult either from reduced costs of long-stay hos- 
pitalization or from reduced expenditures for the 
relief of “unemployables.” It costs less to provide 
good hospitalization for three months than custo- 
dial care for three years. Likewise, the preven- 
tion of a serious mental disease in a gainfully em- 
ployed worker may avoid the necessity of public 
assistance for a lifetime. 


4 The care of mental patients in homes rather 
than institutions possesses long-run as well as 
short-run economic value. Convalescence or cus- 
tody in a familial rather than institutional en- 
vironment enables the patient to adjust himself to 
the community, and helps the community to accept 
the patient after his economic productivity has 
been fully or partially recovered. 


5 Social security measures for dealing with 
mental disease should be directed toward the 
stabilization of income for employable individuals. 
This should be supplemented by diagnosis and 
treatment for mental as well as physical disease, 
when the cause of unemployment. Health insur- 
ance plans, even those under voluntary auspices, 
may well include service for mental disease. Such 
inclusions would often avoid the necessity of ex- 
pensive services to be financed by the insured or 
the general population. 


The health of the people is the wealth of the na- 
tion, and there can be no socially important physi- 
cal health without reasonably sound mental 
health. The conservation of present enconomic 
resources, therefore, requires greater expendi- 
tures to keep well through more adequate preven- 
tion and treatment of mental disease, and a more 
systematic adaptation of the mental defectives to 
the business of living in the modern age. 
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Hospital Libraries in Minnesota 


MAXINE E. SPERRY and MARGARET O'TOOLE 


library work, “the right book for the right 

person at the right time,” also is applied in 
hospital library work, but with even greater dis- 
crimination as the physical and mental welfare 
of the patient must be considered. 


Dr. Frederic R. Washburn, has said, “No well 
conducted hospital can afford to be without a 
hospital library. Not only is it of therapeutic 
value to the patient, but it enhances the reputa- 
tion of the hospital. A well conducted hospital 
library is an agency which renders great assist- 
ance in creating among patients a mental atti- 
tude which permits better adjustments to hospi- 
tal environment and also helps in the creation of 
a beneficial atmosphere.” 


T its same slogan which is used in general 


Hospital libraries are supported by various 
groups according to the type of hospital. The 
Federal Government supports all the libraries in 
Government hospitals, each institution having a 
resident librarian. Libraries in state hospitals 
and institutions are supported by the state and 
each has a resident librarian. In county hospi- 
tals libraries are supported through county funds. 
But the majority of hospitals receive their service 
through the public libraries. 


Public Library Service in Hospitals 


There are many cities in Minnesota which have 
public library service in hospitals, Minneapolis, 
St. Paul, Duluth, Rochester, Winona and others. 
Minneapolis Public Library is giving service to 
fifteen hospitals, each hospital having service 
twice a week, with the exception of two, where it 
works out adequately to have service once a week. 
There are eight trained librarians who are taking 
care of this work. 


The St. Paul Public Library is giving service 
to nine hospitals, four trained librarians taking 
care of the work. 


The Duluth Public Library gives service to five 
hospitals with two librarians on their staff. 


Winona has library service which is being cared 
for by volunteer workers. 


The Veterans’ Hospital at Fort Snelling, the 
Veterans’ Hospital at St. Cloud, Glen Lake Sani- 
torium, and AH-Gwah-Ching Sanitorium have 
trained resident librarians who take care of the 
library work. 


Presented at the Minnesota Hospital Association Convention, 
St. Paul, Minnesota, May 26, 39. 
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There are five medical libraries in Minnesota, 
which give another type of library service. They 
are the Hennepin County Medical, Ramsey County 
Medical, St. Louis County Medical, the Mayo 
Clinic Library and the Medical Library at the 
University of Minnesota. All of these have ex- 
cellent collections of books and do a splendid piece 
of work. 


There are eighteen institutions in Minnesota 
all of which are doing good constructive library 
work. They are, namely, the Anoka State Hos- 
pital, Fergus Falls State Hospital, Hastings State 
Hospital, Moose Lake State Hospital, Rochester 
State Hospital, St. Peter State Hospital, Willmar 
State Hospital, Gillette Hospital for Crippled 
Children, Sanatorium for Consumptives, School 
for the Blind, School for the Deaf, Colony for 
Epileptics, School for Feeble-minded, Home 
School for Girls, State Public School, State Train- 
ing School for Boys, State Prison, State Reforma- 
tory for Women and the State Reformatory. The 
majority of these have a trained resident libra- 
rian. 


The librarian gives bedside service to the pa- 
tients according to the schedule worked out for 
each hospital, but all persons connected with the 
hospital—that is, the medical staff, nursing staff, 
or other employees—are privileged to borrow 
books from the library. Loan systems are usu- 
ally worked out with the public library for those 
hospital libraries under the public library so that 
requests of all kinds may be filled. It is the duty 
of the librarian to see that the collection of books 
fits the requirements of the hospital. 


Therapeutic Reading 


A physician once said that therapeutic reading 
“is the scientific treatment of diseases by the use 
of literature,” but the therapeutic value of books 
has been known since the time of the Greeks— 
today we have summed it up in one word, biblio- 
therapy. For example, books that discuss phys- 
ical illnesses should be used with discretion, as 
they are apt to upset the patient. A heart case 
should not have the most gruesome and thrilling 
mystery story, a patient who is depressed should 
have something of a cheerful nature. Many pa- 
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tients have definite books in mind which they 
want to read or they are interested in some par- 
ticular subject, and patients come from all walks 
of life, so the librarian must be prepared to meet 
the needs of everyone—adult or juvenile, native 
or foreign, born, the cultured or those of little 
education. The reading of patients is similar to 
that of the general public, but it is the work of 
the hospital librarian to direct the patients’ read- 
ing so his mental reactions will be a benefit, not 
a detriment to his physical condition. 


The statistics from our various hospitals are 
interesting. In 1938 there were circulated in, the 
fifteen hospitals in Minneapolis 201,967 books; in 
the nine hospitals in St. Paul 67,630 books; in the 
five hospitals in Duluth 6,838 books; at the Vet- 
erans Hospital at Fort Snelling 26,606 books; at 
Glen Lake Sanatorium 179,246 books; and in the 
eighteen institutions 691,978 books. 


Starting a Hospital Library 
A hospital wishing to start a library should 
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consult the public library—unless it is able to 
maintain its own library and librarian, such as is 
done by the Massachusetts General Hospital in 
Boston, Massachusetts, and other hospitals. Pos- 
sibly it will take some time to develop the service 
but a very good piece of work can, be done on a 
Some years ago, in a small town in 
Minnesota, library service was given once a week 
by the librarian from the public library selecting 
a few books from the public library collection and 
carrying them in a basket to the hospital—the 
patients were happy to see her coming, even if 
the selection was not very large. It was the be- 
ginning of a most satisfactory service today. 


We have only touched upon the high lights of 
hospital library service and recall that Minnesota 
is one of the pioneers in this field. We are proud 
to have one of the few state hospital libraries or- 
ganizations. It is the hope of those already in 
the work that the service will be increased in the 
future even though the beginnings in each hospi- 
tal may be along small or limited lines. 





The American Bureau for Medical Aid to 
China, Inc., has made known an urgent appeal 
from the Chinese Red Cross for hospital supplies, 
which are desperately needed in the treatment of 
air raid victims scattered all over free China. Doc- 
tors and hospital workers do not need to be told, 
says Dr. Co Tui of the Bureau, how essential ade- 
quate equipment is for the efficient and sanitary 
treatment of hospital patients. They will there- 
fore appreciate the seriousness of the situation in 
350 base hospitals, which have, for example, only 
one set of linen per bed, and a great shortage of 
blankets, thermometers, bed pans, and other com- 
monplace hospital articles. These hospitals also 
need supplementation of their surgical apparatus. 


A list of immediate needs of the Chinese hos- 
pitals includes the following items: 


PES SDDS. s siwachiewe ki cwwursa in ball oektenn teen 14,000 
RONNIE 5555 4s wavs Sratsrerhceasicia ee «:bine, asda tive aes 28,000 
VENI, 505s sip SialeGiw W's 0 o's orbreecete Pa inalaroetele 16,800 
PARSE ORID. 5 wis asides ee owase daawdieiatiaktoncntee 5,600 
RDI oso. oss dash wire givens s/bcend. OS ERROR 70,000 
TAR cig pair beso irk sealer Tare anata Gok 70,000 
ARLES ASIN OE) 6 55 ce gins inc kid dai ote Sia ge Sle elas 5,600 
‘Measuring Gans (1,000 ce.) oc éo0s deiccwsee's we 2,800 
PERNT RBIIOO I gsc scars un ls kw eeng & aes vas ala MEARS Sots 2,800 


PEE POTINOMOLEEN “25.565 Sbik esc ae a Rel aio mes eiere 28,000 


PROCTRE CDUPINOMCUETS. 4 6.5.» 0:55 siwin-aie 6's sm aisiiapenisieere 8,400 
SSNWMINOMBNGOMELETS ..o.6 6.5. 4.650:. 6010 s.sis.0 0 6 eo ubloran oe 1,400 
CR EE SIMIED. ioc cinta eeindiaw ee Raccuh earns 5,600 
BARI aoa a 5 uiirea: 6: sdue.0 eevee Risa bale wie RR REL 5,600 
*Rubber RIMNTONION ES 5.6 woes ae naar be aise hE 5,600 
NEN oo a o's dds 6 pode Sires awe need. i eee 5,600 
"Cotton Mattress Covers, 80° X33" 4 6:6 <ccc0cnieowen 105,000 
*Laree Cotton pnects, 94" x68" .... asa ewes ce swecte 105,000 
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The Chinese Red Cross Need for Hospital Supplies 


*Oil Cloth or Rubber Draw Sheets, 53” x 29” 
MDW TCLS OO GRID 65.500: 915 xe visite se cstanterarerare? so 175,000 
Bed Pads (quilted protectors for mattresses) 

24" x 19” 


x Sraiteh Saltese teak ceenenia testo nat eR eter g Os 175,000 
SPO RBOS AS SOT ~ oo -xd aie di acecenlesic ele de sree were 140,000 
RR ayer ote oe Co Oa Wield wtecalcsua Miwa Or nlateON 21,000 
RSME ATER 55 ce''5 ico’ 65. G arate. wei aeieravlo Soeweseral 175,000 
oe Ligh So 7 | a a SOO BaP SE re rere 105,000 
PUA UMNNEN EINES 55g oo cesta: es 0S one Rw Wie ale ata 4,200 
Measuring Glasses (10 €¢.) .....-ccccsccccvcces 2,800 
Measuring Glasses (30 C6) bic icc c ciesace enserees 2,800 
Dressing Whaevers; 16 Ko" ci cic cee cewvece vec 5,600 





* SPECIALLY NEEDED 


Dr. Co Tui emphasizes that equipment dis- 
carded as obsolete in American hospitals can read- 
ily be used in China, and requests doctors and 
hospital superintendents to comb their supplies 
for linen, blankets, instruments, etc., which can be 
passed on to China. 


The American Bureau for Medical Aid to China, 
Inc., is the agency in this country which is offi- 
cially authorized by the Chinese Government to 
collect medical supplies for China. It is non-sec- 
tarian and non-political. The Bureau provides 
an efficient and reliable channel through which in- 
dividuals in America can express their sympathy 
for the suffering people of China in terms of con- 
crete gifts of money and equipment. Hospitals 
which have equipment to donate should notify the 
American Bureau for Medical Aid to China, Inc., 
57 William Street, New York City, which will 
provide for its immediate transportation to 
China. 


HOSPITALS 



























a ae 


Handling and Recording Patients’ Property 


Institutions in the Department of Hospitals, City of New York 


Editor’s Note—One of the annoying problems that confront hospitals is the handling of personal property and effects 


which the patient brings to the hospital upon admission. 


The careful routine outlined by Dr. S. S. Goldwater, Direc- 


tor of Hospitals of New York, for the institutions in his department has protected the property of the patient from 
loss or misplacement and has solved the problem for these institutions. 


a property book, which provides, in com- 

panion pages, on the left hand page for enter- 
ing the name of each patient admitted to the hos- 
pital, the date of admission, and the ward to which 
sent; followed by an entry of the amount of money 
taken from the patient, a brief. description of 
other articles taken, with the notation “To be 
turned over to property clerk.” Following this 
will be entered the amount of money and the de- 
scription of any articles “retained by the patient 
at his (or her risk.’’) 


Tore should be kept in each admitting ward, 


These entries should be signed by the patient, if 
conscious and able to sign, as evidence of the cor- 
rectness of the entry and the signatures witnessed 
by the searching nurse. If the patient is unable 
to sign, the searcher’s signature should be wit- 
nesses by another member of the nursing staff. 


On the right hand page is printed a list of the 
articles of apparel usually worn by either males or 
females. These articles should be checked (V) to 
indicate the articles taken from each patient. 


The apparel should be sent to the Clothes Room. 


Where possible, with the due regard to the 
safety and propriety of so doing, patients’ prop- 
erty should be delivered at the time of admission 
to their relatives or friends who may be present 
when, the patients are admitted, such delivery to 
be deemed to be the acts of the patients whose 
written consent thereto should be obtained where 
possible. Such consent and the receipt of the per- 
* son to whom the property is delivered should be 
entered in the property book, for No. 


The nursing staff should secure positive state- 
ments from patients having bank checks and other 
forms of drafts as to whether the paper is to be 
held as property by the property clerk or depos- 
ited for collection and the proceeds credited to the 
patient as money. 


The money and so called valuables should be 
listed on a property envelope showing the pa- 
tient’s name, date of admission, and the articles to 
be turned over to the property clerk. Upon re- 
ceiving this envelope, the property clerk should 
verify the contents received with the property 
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listed and issue his receipt therefor on. form City 
Record Stock No. This receipt number may 
be noted in the corresponding entry in the prop- 
erty book. ; 


For convenient examining and checking of 
these accounts, the same sequence should be fol- 
lowed in listing patient’s property in the property 
book, on the property envelope and on the receipt 
issued by the property clerk. 


When a receipt is once issued it should not be 
altered by adding any article thereto, nor by de- 
ducting an article therefrom. Any alteration in a 
receipt may make it void in law, and confusing to 
all concerned. 


Property of patients taken after they have been 
admitted, including the property of patients who 
die should be entered in a ward property book and 
turned over to the property clerk in the manner 
herein before outlined for handling patient’s prop- 
erty at the time of admission. 


For property received for a patient subsequert- 
ly to that first received, an additional receipt on 
form should be given. These receipts for the sec- 
ond or subsequent deposits of property from the 
same patient should show, in parenthesis, the 
number of the receipt first given a patient; the 
initial number being that under which the pa- 
tient’s account should be carried. 


If, after a patient’s property is listed in the 
property book and before the property is turned 
over to the property clerk, the patient is dis- 
charged (or is not admitted) and it appears 
proper at that time to return the property to the 
patient, this may be done, and receipt taken in 
the property book, Form—, for its return; the pa- 
tient’s signature for the return of the property in 
this manner to be witnessed by a member of the 
nursing staff. 


An entry must be made in the property book 
form for each patient admitted whether or not the 
patient has any property and in cases where pa- 
tients have no property an entry must be made so 
stating and this entry must be signed and wit- 
nessed as provided in cases where property is 
taken. 
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The property which patients may be permitted 
to take to the ward should be confined to small 
sums of money and articles of small value, in or- 
der not to endanger the property to loss. Neither 
should a patient be permitted to keep on the ward 
any article of property dangerous to owner or to 
others. 


Toilet articles such as combs and brushes, hand- 
kerchiefs and cigarettes, pipes and like articles 
should not be classed as valuables to be sent to the 
property clerk. These articles may be stored with 
the patient’s apparel and some of them in the dis- 
cretion of the superintendent, may be taken to 
the wards. 


No patient’s property should be received by the 
property clerk until the proper record thereof has 
been made in the property book form or in a ward 
book. 


Patients’ property should be returned to them 
upon their being discharged; the procedure being 
for the property clerk to recover his receipt, form 
16280, take the patient’s receipt, preferably en- 
dorsed on Form 16280 and deliver the property in 
the presence of a member of the nursing staff who 
will identify the patients, witness their signatures 
and verify the property returned. 


When patients, remaining in the institution, de- 
sire to obtain a part of their money or other prop- 
erty suitable for them to have on the ward, are 
able to go to the property clerk’s office, receipt 
should be taken for the property returned on form 
and the patient’s signature thereon witnessed by a 
member of the nursing staff. In such cases when 
the patient is unable to go to the property clerk’s 
office, receipt may be taken in the ward on said 
Form SD-132 and the patient’s signature wit- 
nessed thereon by a member of the nursing staff, 
who should hand this receipt to the property clerk 
in exchange for the property listed thereon. 


Only articles of apparel and such keepsakes as 
are to be buried with the patient may be delivered 
to a deceased patient’s relatives or friends or to 
an undertaker. Deceased patients’ property must 
be sent, not less often than at the close of each 
month, to the Public Administrator for the county 
in which the patient had last resided, if in one of 


the five counties comprising the City of New York. 
If the patient had last resided without the City of 
New York, then the property clerk should send the 
property of such patient to the Public Adminis- 
trator for the county wherein the institution is 
located. 


A list of patients’ property sent to each public 
administrator should be prepared in triplicate 
form and two copies sent with the property to the 
administrator, who will retain one copy and re- 
ceipt and return the other copy to the property 
clerk. The property clerk should retain the signed 
copy and promptly forward the third copy to the 
auditor of this Department. 


Property of patients who have been discharged 
from the hospital which has remained in the 
hands of the property clerk more than six months 
thereafter and where effort has been made to com- 
municate with them without success, should be 
sent to the Police Department. This property 
should be listed on Police Department form pre- 
pared in triplicate and all three copies sent with 
the property to that department; one copy to be 
receipted and returned to this hospital and the 
other two copies retained by the Police Depart- 
ment. 


When patients leave the institution on pass 
their receipt should be obtained for the clothing 
and apparel taken with them; and upon their re- 
turn to the institution a record should be made of 
the clothing and apparel then brought to the in- 
stitution. 


A cash book, City Record Stock No. —— should 
be installed in lieu of any other cash book now in 
use by property clerks. ; 


Since no journal is provided for the property 
clerk, all receipts issued on form should be entered 
in numerical order in the cash book. When no 
money is represented on the receipt a short line 
(—) or a check (V) should be made in the 
amount column in the cash book. 


Likewise when any property other than cash is. 
returned by the property clerk, the date, name and 
receipt number should be entered on the disburse- 
ment side of the cash book and a check mark (V ) 
made in the amount column. 
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- related to patients in our voluntary hospitals, 

* are many and varied. They have to do with 
compensation insurance, liability insurance, health 
ard accident insurance, and hospitalization in- 
surance. 


Tt problems of insurance, which are directly 






Formerly, insurance was a method by which 
cash indemnity was guaranteed by an insurance 
company, under certain contingencies, and upon 
specified terms. I refer particularly to: fire in- 
surance, burglary insurance, property damage in- 
surance, ete. 


In recent years, the term insurance has been 
broadened to include a guarantee or pledge 
ayainst bodily harm or disease, and now, insur- 
ance plans extend their benefits beyond cash in- 
demnity reimbursement, and provide benefits for 
various types of services; such as, hospital serv- 
ice, medical and surgical service, etc. 


The service provision is typified in Workmen’s 
Compensation Insurance. Hospital service is the 
key feature provided in the recently popularized 
hospital service plans, without reference to a cash 
indemnity reimbursement. 


In the development of insurance in America, 
early experience proved costly to the carriers. 
Many years of experimentation and development 
were necessary to achieve financial stability in all 
of our older forms of cash indemnity insurance. 
Even in recent years, changes have had to be 
made in the policies and management of the cas- 
uality insurance business. Every new insurance 
venture suffers the hardships which accompany 
growth and early development. This has a par- 
ticular significance when viewed in the light of 
the experience relating to the newly introduced 
hospital service plans in America. Therefore, 
this reference to the past history of older forms 
of insurance, may stand us in good stead in forti- 
fying our patience and strengthening our courage 
to move forward at this particular time. 


For the purpose of classification, we may refer 
to the various forms of hospital insurance prac- 
tices: 










































1 Workmen’s Compensation Insurance 
2 Liability Insurance 

3 Health and Accident Insurance 

4 Hospitalization Insurance 
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What has been the experience within our hos- 
pitals, in the development of these forms of in- 
surance practices? 


First consider the question of compensation in- 
surance: Approximately twenty years ago, very 
few injured workmen received hospital care at the 
expense of the employer, and consequently, many 
of these patients were treated on the ward serv- 
ice, as free patients. Workmen’s Compensation 
Insurance was introduced in New Jersey in 1919. 
Since that time there has been a substantial in- 
crease in the amount of hospital revenue derived 
from the hospitalization of patients suffering 
from a compensable injury or traumatic disease. 
Today, in many institutions, voluntary hospitals 
have established special compensation wards, and 
we have observed an increase in the daily rate 
paid to hospitals for the care of compensable 
injuries. 

Next, as to the question of liability insurance: 
Since the introduction of the Hospital Lien Bill 
in 1930, hospital revenue has been augmented by 
the payment for services rendered to patients in- 
jured in highway accidents and covered by liabil- 
ity insurance. Only approximately 25 per cent of 
the motor vehicles in New Jersey were adequately 
covered by lhability insurance. Such a system 
cannot long continue, and we may anticipate an 
increase in hospital revenue as more motor ve- 
hicle owners are compelled to carry liability in- 
surance. This year, a bill was submitted to the 
New York State Legislature, which if approved, 
would establish a State Fund, to pay hospitals 
and physicians for services rendered to the vic- 
tims of highway accidents in those cases where 
there was no liability insurance coverage. After 
the payment of hospital and medical bills from 
the State Fund, the person or persons responsible 
for the accident would reimburse the State Fund, 
by periodic payments. 


Health and Accident Insurance: This sort of 
insurance has shown a slow but progressive de- 
velopment in recent years, and now provides am- 
ple funds to many patients hospitalized for un- 
predictable illnesses. 


Hospital Service Plans: Finally, let us consider 
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the revenue derived from hospital service plans 
during the last five years. This latter form of 
hospitalization insurance now provides a large 
part of the operating revenue of many institu- 
tions. It is obvious, therefore, that all these in- 
surance methods considered collectively provide a 
majority of the private and semi-private patients 
with means for payment of hospitalization. 


Under these circumstances, it becomes essential 
that hospital executives and board members be- 
come more familiar with the basic principles of 
insurance practices so that they may intelligently 
cope with insurance plans, and formulate ade- 
quate hospital procedures related thereto. 


Compensation Insurance 


In a brief review of some of the important as- 
pects of insurance practices, I shall first refer to 
the Workmen’s Compensation Insurance. This 
form of insurance was introduced in America 
about 1912, and today, approximately forty-six 
states have some form of compensation insurance, 
covering industrial accidents, and in twelve states, 
the compensation law includes coverage for occu- 
pational diseases as well. The compensation law 
in almost all states is mandatory and operates 
under state supervision. In the State of New 
Jersey this responsibility is vested in the Depart- 
ment of Labor. The compensation law provides 


hospital and medical care to injured employees in 


the course of their employment. Hospital and 
medical benefits are provided with some limita- 
tions. 


It may be interesting to make a brief historical 
reference to working conditions surrounding em- 
ployees prior to the inauguration of the Work- 
men’s Compensation Law. 


From time immemorial, working conditions for 
laborers have been deplorable and unsanitary. 
For hundreds of years, workmen labored long 
hours, were quartered in unsanitary and unhy- 
gienic surroundings, and almost no’ consideration 
was given to occupational diseases or to the treat- 
ment of traumatic disabilities. Prior to the Work- 
men’s Compensation Law, the “Common Law 
Principle” applied, and an employee injured in the 
course of his work could only recover damages 
from his employer if the employee could prove 
that the employer had been negligent. There was 
a catch in this, however, for if the employer could 
show that the employee was also negligent, even 
to a minor degree, the employee could not recover 
damages even though the employer was shown 
to be definitely at fault. This was commonly re- 
ferred to as the “Principle of Contributory Neg- 
ligence.” 


In addition, if the injured workmen knew of 
the dangerous conditions which caused his acci- 
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dent, and still continued to work for his employer, 
he assumed the risk and could not recover dam- 
ages. Furthermore, for many years, the so-called 
“Fellow-Servant Rule” applied. This denied the 
right of recovery to an injured workman where 
the injury was caused by the fault or negligence 
of a fellow servant, or fellow employee. This rule 
was based on the theory that employees working 
together were better able than were their em- 
ployers to guard against, and protect themselves, 
from accidents of their co-workers. The injured 
workman could very rarely recover under the 
Common Law Rule and society eventually came to 
appreciate the unfortunate plight of the injured 
workman. 


The Workmen’s Compensation Act was intro- 
duced to remedy this condition. Workmen’s Com- 
pensation Insurance may be broadly defined as 
a scheme of compensation and treatment for in- 
juries arising out of, and in the course of, em- 
ployment. The Workmen’s Compensation Act 
imposes an ordinary risk of business upon the 
employer. The law is based upon a new theory of 
damages. Under the Workmen’s Compensation 
Act, the fellow-servant rule, the assumption of 
risk, and the contributory negligence doctrines, 
which were followed in Common Law, were 
abrogated. 


Under most of the compensation acts, the only 
condition essential to the recovery of compensa- 
tion is that the accident or injury must have 
arisen out of, and in the course of, employment. 
Compensation is based on the impairment of the 
employee’s earning capacity and on the idea of 
providing him with means of subsistence during 
the time when his income has been reduced or dis- 
continued. 


Injuries which are the result of natural causes, 
such as systemic diseases, are usually not covered 
by Workmen’s Compensation laws. However, cer- 
tain states provide compensation for systemic dis- 
eases, if it can be proven that the systemic con- 
dition from which the patient suffered was ag- 
gravated, or precipitated by trauma. In New Jer- 
sey if the clinical facts show a causal relation- 
ship, directly or indirectly, between the injury 
and the development of the systemic disease, the 
employee is entitled to the benefits provided under 
compensation. 


Medical and surgical treatment is included in 
the compensation benefits, in addition to the 
award for lost time. In New Jersey compensa- 
tion is not allowable for the first seven days of 
illness unless the employee is disabled beyond a 
period of seven weeks. A stated amount of com- 
pensation is paid for the loss of function of some 
part of the body; for example, the loss of an eye 
provides 100 weeks compensation, the loss of a 
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tooth 4 weeks of compensation; the loss of a hand 
175 weeks; the loss of an arm 230 weeks; the 
loss of a foot 125 weeks; the loss of a leg 175 
weeks, etc. 


It is the duty of the employer in New Jersey 
to supply medical and surgical treatment as well 
as hospital services to the injured employee, when 
such treatment and services are necessary. The 
service of special nurses, if needed, may be pro- 
vided under medical services. Dental work is 
also allowable under medical service. Surgical 
appliances and apparatus necessary for treat- 
ment also are provided. 


If the law requires that the employer furnish 
medical treatment, as in the State of New Jersey, 
the employer has the right to select the physician 
and hospital. The employer usually assigns this 
responsibility to the insurance carrier. However, 
where the employer fails to select the physician, 
the employee is free to choose his own physician. 
Recently, in the State of New York, the compen- 
sation act has been amended so that all injured 
employees have the right of free choice of doctor. 


In the State of New Jersey, the administration 
of the Workmen’s Compensation Act is vested in 
the Department of Labor. The Commissioner of 
Labor, with the assistance of deputy commission- 
ers, adjust settlement between the injured work- 
men and their employers. Although the deputy 
commissioners exercise quasi-judicial duties, they 
in reality, act only in administrative capacity. The 
deputy commissioners hear and determine the 
facts and make awards. Witnesses are summoned 
and testimony taken, although with considerable 
less formality than in a duly constituted court. 
Procedures for compensation are instituted by the 
filing of a claim or application for compensation 
with the Commissioner of Labor. This follows 
a summary proceeding and most of the technical 
rules of ordinary court procedure are absent. Of 
course, the employer is notified and given an op- 
portunity to be heard and legally represented. 
Usually, recourse to the regular courts is permit- 
ted only after a final determination by the De- 
partment of Labor has been made. Such recourse 
takes the form of an appeal only, and the court 
then acts as areviewing body. All claims must be 
submitted first to the Department of Labor for 
determination, and only after an adverse ruling 
by the Commissioner may recourse to the courts 
be had. 


The compensation law permits the amicable set- 
tlement of an employee’s claim by agreement with 
his employer or the insurance carrier. Such 
agreement is subject to the approval of the Com- 
missioner of Labor. It must be fairly entered 
into and may be set aside in case of fraud or in 
case unfair advantage is taken of the employee. 
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Almost all compensation insurance is covered 
by casualty insurance companies. of which there 
are two major groups, namely, the stock com- 
panies and the mutual groups. An employer may 
choose to set up his own insurance fund and be 
self-insured, subject to the approval of the De- 
partment of Labor. 


Because the administration of a hospital serv- 
ice plan is necessarily similar to the management 
of an insurance business, it might be well to out- 
line the administrative set-up of a typical cas- 
ualty insurance company. 


A chief executive referred to as the President, 
assumes full and complete responsibility for the 
internal management. He is a full time salaried 
official. Under the President, the following of- 
ficers are appointed, all of whom are full time 
salaried employees of the administration: 


1 Vice-President and General Counsel in charge 
of claims 

2 Vice-President in charge of underwriting and 
agencies 
Secretary in charge of general adminis- 
tration and accounting 

4 Treasurer in charge of finance 

5 Medical Director 

6 Resident Auditor 


Each of these officials assumes complete re- 
sponsibility for the management and direction 
of the personnel and functional activities of the 
department over which he presides, subject to the 
approval of the President. 


Liability Insurance 


In a limited sense, liability insurance covers the 
responsibility for alleged negligence resulting in 
property damage or personal injuries. The aspect 
of liability insurance in which the hospitals are 
particularly interested, is that which relates to 
motor vehicle accidents resulting in personal in- 
juries. 


Many owners of motor vehicles involved in 
highway accidents in the State of New Jersey 


are not covered by liability insurance. In the 
State of Massachusetts, liability insurance for 
motor vehicles is mandatory, and it is anticipated 
that in the near future there will be a change of 
system in other states. Many suggestions have 
been proposed in recent years to correct the de- 
fects in our present liability laws and the hos- 
pitals themselves should assume more interest 
in helping to solve this problem and should offer 
legislation to correct this condition, thereby avoid- 
ing losses which result from unpaid bills for the 
care of liability patients. 


A closer relationship and a more cordial under- 
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standing should prevail between hospitals and in- 
surance companies. Hospital clinical records as- 
sume great importance to insurance companies 
because of the many medicolegal aspects and 
financial responsibilities involved in liability 
claims. Insurance companies pay many of the 
medical and hospital bills and are entitled to a 
fair consideration, at least to the extent of ob- 
taining legitimate information appertaining to 
those cases where insurance responsibility is al- 
leged, and a liability claim made. It would seem 
reasonable that hospitals should establish a uni- 
form method for the inspection and review of 
liability claim records. Hospitals are now pre- 
sented with this same problem in relation to their 
own insurance plans. Many hospitals apparently 
are not mindful of the fact that in liability cases 
where a hospital lien has been filed, the law spe- 
cifically authorizes insurance representatives to 
review the clinical records. 


I am of the opinion that if the hospitals and 
insurance companies would assume a relationship 
based on a partnership responsibility, both would 
benefit in many ways, and the hospitals in partic- 
ular by an increase in the per diem rate allowed. 


Health and Accident Insurance 


This type of insurance is a cash indemnity plan 
offered by commercial insurance companies 
mostly to individual subscribers, although in re- 
cent years, group coverage has been obtainable. 
Many insurance policies are combination health 
and accident indemnifying policies guaranteeing 
reimbursement for medical and hospital services 
with definite limitations as to the amount to be 
reimbursed for such services. 


To my mind, the most striking social defect in 
this form of insurance is that it is only available 
to male subscribers who are gainfully employed, 
with few exceptions. Females and children, as 
individuals, are not generally acceptable, except in 
group coverage, and if employed, the percentage 
of females accepted is limited. It is a highly se- 
lective form of insurance as very few commer- 
cial companies offer health and accident insurance 
to the family members. 


Many of the commercial health policies require 
a two weeks’ waiting period before benefits be- 
come available unless the subscriber requires hos- 
pital care. The premium rates for individual 
health coverage varies according to the occupa- 
tion of the individual. There are several classi- 
fications and the premium rate is highest in those 
occupations where the health hazard is considered 
the greatest. For example: clerks and the small 
salaried white collar class are the preferred risks; 
laborers and farmers are considered good risks; 
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doctors, dentists, lawyers and professional men 
are not considered good risks; and butchers, 
beauty parlor operators, and those employed 
where manual activity plays an important part, 
are looked upon as poor risks. 


The question of age is also a factor considered, 
and new health insurance policies are seldom wiit- 
ten for persons past fifty years of age. All con- 
tracts are cancellable, so that any poor risk which 
becomes evident subsequent to enrollment, may 
be voided. The commercial companies are gen- 
erally of the opinion that there is no such thing 
as an unchangeable moral or physical hazard. 


The average premium rate for an accident pol- 
icy averages about $15 per annum. Such a pol- 
icy usually guarantees and reimburses a sub- 
scriber for hospital and medical costs not to ex- 
ceed $500 related to any one accident. 


For health coverage, the premium rate, exclu- 
sive of accident service averages approximately 
$25 per annum. This form of health insurance 
also has a fixed limitation as to the amount of 
reimbursement for medical and hospital services 
rendered. 


During the past several years, a number of 
commercial insurance companies have ventured 
into hospital insurance, on a cash indemnity basis. 
They have been experimenting and feeling their 
way, knowing that the field is unchartered. The 
premium cost for such hospitalization insurance 
averages about $21 per annum. The benefits 
usually include the doctor’s bill, but the fee is 
definitely limited. This form of insurance is a 
cash indemnity reimbursement for hospital care 
paid on the basis of approximately $5 per day for 
thirty days. A maximum charge is allowable for 
operating room service and special fees, which 
averages between $25 and $35. There is no ma- 
ternity provision in this type of insurance. 


The question of selectivity is also a very im- 
portant feature in this form of insurance. The 
enrollment requirements are rigid. An important 
safeguard in underwriting this type of insurance 
is that the subscriber in his application signs a 
binding statement giving the important facts as 
to his past medical history covering a five year 
period prior to enrollment. Only the preferred 
risks are accepted. Thus, the commercial com- 
panies are able to eliminate to a great extent 
potential or known poor risks. 


Most commercial experiments in health and 
hospital insurance have been far from satisfac- 
tory, and far from profitable, and most companies 
underwrite this form of insurance only as an ac- 
commodation. However, during the past several 
years, commercial insurance companies have been 
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stimulated to underwrite hospitalization insur- 
ance by the activities of the voluntary service 
plans. 


Hospital Service Plans 


These plans recently sponsored by our volun- 
tary hospitals offer anticipated hospitalization to 
wage earners and their families on a basis of 
periodic payments by which the cost is equitably 
distributed among them. This form of insurance 
was intended for the middle class economic group. 
It was not intended for those able to afford pri- 
vate room accommodations. Many leaders of our 
veluntary hospitals are of the opinion that the 
Pan should also provide for semi-private-ward 
service, so that wage earners in the lower eco- 
nomic groups may also meet their hospital bill 
without any subsidy, which would give them a 
sense of security, freedom from anxiety, and 
bolster up their self-respect by eliminating the 
necessity for relief. Some of our philanthropic 
leaders are further of the opinion that unless our 
hospital plans move in the direction of ward serv- 
ice, our Federal Government will soon step in and 
hospitals and doctors will be faced with Federal 
regimentation. It will be the first step toward so- 
cialized medicine unless the voluntary hospitals, 
working in cooperation with the medical profes- 
sion, are able to cope with this problem. 


The sporadic and irregular growth of hospital 
plans throughout the country, each with a differ- 
ent pattern, is indicative of inadequate joint plan- 
ning on the part of our hospitals. Hospital serv- 
ice plans cannot be successful without the cooper- 
ation or coordination of hospitals in devising a 
national pattern for local plans to follow. It is 
a movement which necessitates collective think- 
ing and acting on the part of hospitals, doctors, 
and the public. 


It is of paramount importance that there be a 
sympathetic understanding and mutual confidence 
between the members of the medical profession 
and hospital authorities. The advice and counsel 
of the doctor is invaluable. Through a system 
of coordinating committees he should be inti- 
mately associated with the Hospital Service Plans 
in its operation. Here again, it is only by joint 
action between the members of the medical pro- 
fession and the hospital administration, that we 
may arrive at a satisfactory solution which is 
mutually beneficial to all. 


If hospital organizations, working in coopera- 
tion with the medical profession take the initia- 
tive and organize so as to provide hospitalization 
for all classes of patients, below the private class 
and above the indigent group, then the experience 
of foreign countries will not be offered as a pat- 
tern to follow. 
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Hospital service plans should not include med- 
ical service, and in this direction may I suggest 
that we guard against offering periodic health 
examinations as part of a hospital service plan. 
The medical profession should devise its own ma- 
chinery, separate and apart from hospital service 
plans, in order to serve adequately, the lower eco- 
nomic group by collective medical planning. It 
may be possible to coordinate some of the busi- 
ness activities related to both Plans for the mu- 
tual interest of all concerned. 


In any event, no matter what systems are de- 
vised, if we wish to preserve many of the valued 
characteristics of present day medicine and hos- 
pitalization, the physicians and hospital execu- 
tives must direct and control their own medico- 
economic problems. 


Hospital service plan executives, through con- 
stant study and analysis of past experience, are 
strengthening the financial foundation of this 
non-profit insurance idea. They are profiting by 
the experience of commercial insurance admin- 
istrators who have builded great financial struc- 
tures and by trial and frequent change in con- 
tractural agreements. 


On the basis of experiment, many hospital serv- 
ice plan administrators now doubt that the plan 
can provide hospital service for all acute and 
chronic illnesses at three cents a day. Some hold 
that maternity service should be excluded on the 
theory that it is predictable and not insurable. 
There seems to be a difference of opinion on this 
subject. 


Recent experience indicates that three cents a 
day will not cover all chronic illnesses, maternity 
service, and short time cases. However, it must 
be kept in mind constantly that all such cases 
must be hospitalized, whether as pay or free pa- 
tients, and no doubt many would receive ward 
care if they were not hospitalized as plan patients. 


Service plans to be permanently successful un- 
der voluntary direction must eventually be “all- 
inclusive” in the coverage of general diseases. If 
three cents a day is found to be inadequate for 
all-inclusive coverage it will be necessary to 
change the rate structure. 


The plan should not revert to a cash indemnity 
principle because hospitals are in no position to 
compete with commercial insurance companies. 
Hospitals should not deviate from the service fea- 
ture by attempting to invade the commercial in- 
surance field. If we take the long range view 
and plan for the future, we may serve the public 
by giving them an all-inclusive service as experi- 
ence and needs dictate the conditions under which 
such service may be rendered. Rather than amend 
the present service contract by introducing cash 
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requirements, it would seem more logical to make 
whatever temporary restrictions are necessary by 
limiting the service. 


For example, if full maternity service cannot be 
provided for three cents a day, it may be pro- 
vided in part by limiting the day’s care to be 
allowed. 


May I suggest for consideration, an eight-point 
problem which will help lay the foundation upon 
which all forms of hospital insurance practices 
may be operated successfully: 


I Establish County Welfare Boards on a state- 
wide basis. Through such governmental 
agencies our voluntary hospitals should be 
reimbursed for the care of the indigent sick 
on a flat-rate, all inclusive fee basis. 


II The New Jersey Hospital Association to or- 
organize a business administration with a 
central office and a full time executive in 
charge of administration. Such organiza- 
tion may establish a central bureau of in- 
surance for the investigation and review of 
fraudulent claims, and may act as a clear- 
ing house for many of the special insurance 
problems that arise. This applies particu- 
larly to smaller hospitals, many of which 
do not have the administrative personnel to 
cope with these problems. The financing of 
a state-wide hospital council may be met by 
institutional membership dues. 


III Establish a uniform system of accounting 
in all hospitals. 


IV Establish uniform practices and procedures 
in all hospitals relating to insurance pro- 
cedures, insurance records, and uniform 
rates for all types of services rendered to 
patients covered by insurance. 


V The New Jersey Hospital Association to ap- 
point a permanent coordinating committee, 
with the New Jersey Medical Society, so as 
to have a better understanding and closer 
relationship with the medical profession. A 
subcommittee of this group could be formed 
in association with the Department of In. 


stitutions and Agencies, and any other ; 


groups when necessary. 


VI The New Jersey Hospital Association to ap- 
point a permanent committee on hospital in- 
surance to act as a research and study 
committee covering all forms of hospital in- 
surance. This committee to make recom- 
mendations relative to basic rates for insur- 
ance cases and to promote adequate legis- 
lation relative to insurance practice. This 
is applicable, particularly, to the future 
changes in liability and compensation in- 
surance. 


The New Jersey Hospital Association to 
appoint a committee to study the problenis 
of hospital accommodations for all classes 
of insurance patients, so that ultimately 
hospital accommodations may be, more or 
less, similar in different hospitals for the 
same type of service offered. This commit- 
tee would consider future hospital construc- 
tion as it seems desirable that hospital ac- 
commodations for hospital plan patients as 
well as those covered by compensation could 
best be accommodated in four, six and eight 
bed, semi-private wards. 


VIII The New Jersey Hospital to appoint a com- 
mittee to study and review the question of 
all-inclusive flat rate fees for all types of 
medical and surgical services. 





—<p— 


Saving Silver 


Edward C. Watts, Department of Pharmacy, 
University of Michigan, reports experience in 
salvaging of silver from exhausted hypo solu- 
tions by a modification of the sulfide method 
(HOSPITALS, page 116, May 1938). 


A tank of about thirty-five gallon capacity and 
having a hopper shaped bottom was built of 3/16 
inch steel. This tank was placed on an angle iron 
frame with a draw-off sludge valve leading into 
an evaporating pan placed below the tank, the pan 
heated by a copper steam coil. 


The exhausted hypo solution is put in the tank, 
alkalinized by the addition of sodium’ hydroxide 
and precipitated by fifty per cent solution of sul- 
furated potash, this precipitant being found more 
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economical and easier to handle than the com- 
monly used sodium sulfide. 


The supernatant liquid is drawn off through a 
manifold connected into the tank at four different 
levels, permitting it to be drawn from any desired 
level within the tank. 


The sludge is then drawn into the evaporating 
pan, evaporated to dryness, shoveled out, and 
shipped to the refinery. 


The apparatus cost $150 to build in the Uni- 
versity Shops, and the treatment of approximately 
290 gallons of exhausted hypo per month yielded 
a net return of $34.50 per month, after deducting 
all current costs except labor. 
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Hospital Service Plan News 


Prepared by the Commission on Hospital Service 


tion as of July 1, 1939, was 4,034,146. This total includes both employed subscribers and their 


T te reported enrollment of 59 non-profit plans fully approved or approved as to form of organiza- 


dependents enrolled both on full or partial coverage. The following tabulation is for purposes of 
general information, and is not the official 1939 list of plans approved by the Commission on Hospital 
Service. Mimeographed copies of the enrollment, showing the subtotals for employed subscribers and 
dependents will be distributed to approved plans and additional copies may be secured by writing to 


the Commission on Hospital Service. 


Total 
Headquarters City Enrollment 
Birmingham, Alabama 
Les Angeles, California 
0: kland, California 
Sacramento, California 


Winnipeg, Canada 
Denver, Colorado 


Danbury, Connecticut 
New Haven, Connecticut 
Norwalk, Connecticut 


Wilmington, Delaware 
Washington, D. C 
Atlanta, Georgia 
Alton, Illinois 
Chicago, Illinois 
Danville, Illinois 


Decatur, Illinois 
Peoria, Illinois 


Ashland, Kentucky 
Covington, Kentucky 
Louisville, Kentucky 


Baton Rouge, Louisiana 
New Orleans, Louisiana 


67,000 
16,373 


3,369 
46,066 


Portland, Maine 7,275 
Baltimore, Maryland 42,777 
BoOstony, DEm@SeiGnUnents <6. 5.c-cincde cece eee emeins 207,218 
Detroit, Michigan 30,000* 
St. Paul, Minnesota 280,709 


*Estimated. 


Expanded Benefits 


Hospitals which have recently become partici- 
pating members of approved hospital service 
plans are as follows: 


The Children’s Hospital of Denver in the Colo- 
rado Hospital Service Association. 


The E. J. Barber Hospital and the Lyons Hos- 
pital, Lyons, New York; the Newark Hospital, 
Newark, New York; the Seneca Falls Hospital, 
Seneca Falls, New York; J. F. Myers Hospital, 
Sodus, New York; Waterloo Memorial Hospital, 
Waterloo, New York, in the Finger Lakes Hos- 
pital Association (formerly the Geneva Hospital 
Service Association). 


All Delaware hospitals are now participating 
members of Group Hospital Service. 
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Total 


Headquarters City Enrollment 


Vicksburg, Mississippi 2,662 


Kansas City, Missouri 28,285 
St. Louis, Missouri 76,027 


Newark, New Jersey 145,634 
Albany, New York 


Jamestown, New York 
New York City 
Rochester, New York 
Syracuse, New York 


Watertown, New York 


Chapel Hill, North Carolina 
Durham, North Carolina 


Akron, Ohio 
Canton, Ohio 
Cleveland, Ohio 
Columbus, Ohio 
Newark, Ohio 
Toledo, Ohio 
Youngstown, Ohio 


Abington, Pennsylvania 
Easton, Pennsylvania 
Harrisburg, Pennsylvania 
Philadelphia, Pennsylvania 
Pittsburgh, Pennsylvania 


Kingsport, Tennessee 


Lynchburg, Virginia 
Norfolk, Virginia 
Richmond, Virginia 


29,402* 

17,827 

10,314 
140,578 
120,788 


*As of April 1, 1939. 


The Mercy Hospital, Pittsburgh, the Brookville 
Hospital, Brookville, Andrew Kaul Memorial Hos- 
pital, St. Mary’s and Titusville Hospital, Titus- 
ville, in the Hospital Service Association of Pitts- 
burgh. 


The Mercy and Hackley Hospitals, Muskegon, 
Michigan, in the Michigan Society for Group Hos- 
pitalization. 


The Brockport Central Hospital, Brockport, 
New York, in the Rochester Hospital Service Cor- 
poration. 

* * * 

The July issue of Hospital Service News of the 
Chautauqua Region Hospital Service Corporation 
gives some revised enrollment regulations for 
additional applications and changes in present 
contracts. Additional applications from groups 
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already enrolled or from new employees will only 
be accepted every six months. Married women 
must join with their husbands, and all associate 
subscribers must be at least 50 per cent dependent 
upon the employed subscriber, in order to enroll. 


Legal Doings 


Resolutions were passed by the legislatures in 
both Maryland and Indiana recommending that 
the Governor appoint a Hospital Insurance Com- 
mission. In Maryland it was recommended that 
this be composed of 11 members who will study 
the question of “compulsory hospital insurance 
for report to the General assembly . .. with 
recommendations and proposed legislation.” 


In Pennsylvania, Acts No. 398 and 399, ap- 
proved by the Governor June 27, will amend the 
non-profit corporation law “to provide for medi- 
cal service non-profit plan corporations,” and 
their regulation and supervision. The Bill was 
sponsored by the State Medical Society. 


Two health Bills sponsored by the Michigan 
Medical Society and Michigan Hospital Associa- 
tion were signed by the Governor on May 18; the 
first is an enabling act for non-profit hospital care 
insurance and the second, an enabling act for 
non-profit health and accident insurance. 


The Hanley Bill, passed in New York State on 
May 29, and appearing under Municipal Corpora- 
tion Laws, Chapter 608, will now permit any and 
all New York municipal corporations such as 
boards of education, sewer authorities, etc., to 
make salary deductions on behalf of their em- 
ployees upon written authority from employees. 


Commercial insurance companies in New York 
will be permitted to write family coverage after 
January 1, 1940. The new recodified and mod- 
ernized New York State Insurance Law, passed 
on June 16, will also permit the formation of non- 
profit medical insurance plans. 


On June 13 the Governor of California signed 
Assembly Bill 1712, which provides the machinery 
for an association operating under Chapter 9 to 
transfer to Chapter 11-a, provides for associations 
operating under Chapter 11-a to indemnify for 
x-ray and laboratory, and provides for exemption 
of associations operating under Chapter 11-a from 
the 2.6 per cent premium tax. To clarify the 
above numbers, Section 11-a was the hospitaliza- 
tion act passed in 1937, designed specifically for 
non-profit hospital service plans, and Chapter 9 
is the section of the insurance code under which 
two California plans are at present’ operating and 
which was designed for mutual assessable acci- 
dent and health companies. They will transfer to 
the new Act within 90 days. 


96 


Just as the Minnesota Hospital Service Associa- 
tion was preparing to celebrate the completion of 
its sixth year of operation with the enrollment of 
300,000 persons and hospitalization of 50,000 per- 
sons, a suit was brought against it by three indi- 
viduals, asking that the Association be restrained 
from doing further business and a receiver be ap- 
pointed to administer its assets. Complainants 
charge that the Association is not licensed by the 
state insurance commissioner to engage in insur- 
ance business, it does not pay state income tax 
and its solicitors are not licensed. Arthur M. Cal- 
vin, president of the Minnesota Hospital Service 
Association, in a statement to the press termed 
the complaint a “crank suit.” 


Commission on Hospital Service Activities 


The revised publication of Standards for Non- 
Profit Hospital Service Plans was released in 
July. Copies are being sent to all community 
leaders sponsoring or contemplating sponsorship 
of group hospital service plans. 


The list of national firms enrolling on payroll 
deduction basis is being re-compiled for issue in 
August. About 12 plans remain to be heard from 
before this list can be completed. 


The Commission has on hand a small supply 
of reprints of the article by C. Rufus Rorem en- 
titled “Hospital Responsibility for Service to 
Subscribers,” which appeared in this column last 
month. 


During the past month 500 copies of the article 
from the magazine State Government entitled 
“Voluntary Hospital Care Insurance Plans” were 
sent out to our mailing list. 


Council on Hospital Service Plans 


Financial Reporting, a recommended account- 
ing procedure sent to all the plans during the 
past month, is being generally adopted by the 
non-profit plans, according to reports received in 
this office. 


A bibliography, dated July 1, 1939, and con- 
taining 238 titles in the field of group hospital 
service, has been prepared and distributed to 
directors of plans. 


At a meeting of the Council on Hospital Service 
Plans on June 10, it was voted to limit all sched- 
uled sessions dealing with hospital service plans 
at Toronto to one day, Wednesday, September 27. 
The importance of integrating the personnel and 
problems of hospital service plans with those of 
hospitals was the reason advanced by Council 
members as the basis for this action. Hospital 
Service Plan executives have had difficulty at- 
tending general sessions of the convention when 
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closed service plan meetings took up as much as 
two days’ convention time. It was further sug- 
gested that closer relationships between hospital 
service plans and hospitals could be accomplished 
through regional meetings of hospital service 
plan executives. 


The program for Toronto at present authorized 
by the Council on Hospital Service Plans will 
consist of a general discussion of the problems of 
group hospitalization at an open session on 
Wednesday morning, a round table on details of 
organization and administration in the afternoon, 
and two business sessions for hospital service 
plan representatives at luncheon and dinner. 


In Print 


The Third Annual Report of Group Hospital 
Service, St. Louis, just released, presents some 
interesting statistics: 


There are 49 member hospitals in Missouri and 
Illinois. Sixty-two cents of each subscriber dollar 
went to hospitals during the past 3 years, 20 
cents to reserves, 11 cents to administration and 
7 cents to publicity. Of the charges to employed 
subscribers, Group Hospital Service paid 74.7 
per cent of the total average bill; 57 per cent of 
the total average bill of dependent subscribers. 


Sixty-two per cent of all employed subscribers 
hospitalized were female, and 38 per cent were 
male. Thirty-eight per cent of enrollees were 
office employees, and they used 48 per cent of the 
hospital care given; 11 per cent were teachers 
and they used 1914 per cent of the hospitalization 
given; 33 per cent were industrial employees and 
they used only 11 per cent of the hospital care 
given. Obstetrical care given during the past 
year to both subscribers and dependents repre- 
sented 9.3 per cent of total cases, 11.9 per cent 
of total days’ care given and 12.5 per cent of total 
cost. 

* * * 


Page five of the Accident and Health Review 
for July concerns the writing of hospital insur- 
ance policies by accident and casualty companies, 
and the surgical operation schedule and coverage 
of women are mentioned as the two biggest prob- 
lems in this business. The editorial states, “The 
number of people covered for hospitalization 
under group plans (commercial insurance) is esti- 
mated at about 500,000, and it is expected that by 
the end of the year it will reach 1,000,000.” 


Miscellaneous 


A meeting of the executive directors of the 
New York State hospital service plans was held 
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in Albany on July 12, and attended by representa- 
tives of eight New York plans and two repre- 
sentatives of the State Insurance Department. 
The discussion centered around the need for more 
complete and comparable statistical analyses of 
experience. 

* * * 


Fred P. G. Lattner, formerly of Dubuque, Iowa, 
was recently selected executive director of Hos- 
pital Service, Inc., of Iowa, with headquarters in 
Des Moines. He spent a day in July discussing 
procedures with the staff of the Commission and 
the Research program, and reported that all con- 
tracts were under review by the State Insurance 
Commissioner. Since the organization meeting 
on July 7, hospital contracts have been sent out 
for signature, and loan capital is being raised 
from the hospitals. The quota is $10,000, which 
will be distributed approximately as follows: 
$5,000 from Des Moines, $3,000 from Cedar 
Rapids, and $2,000 from Dubuque. The Board of 
Directors of Hospital Service, Inc., of Iowa, 
elected at the organization meeting, consist of the 
Board of trustees of the state hospital associa- 
tion, three hospital trustees from Des Moines, 
and three representatives of the state medical 
association. 


News Briefs from Plans 


On June 24, the chairman of the Executive 
Committee of Associated Hospital Service of New 
York sent a letter to all member hospitals, sub- 
mitting copy of revised contract, and announcing 
permission by the Department of Social Welfare 
to continue payment of $5.06 per day to hospitals 
for the months of July, August, and September. 
With the cooperation of the hospitals, the plan 
hopes to return to a per diem payment of $6.50 
by the first of next January. The actual date of 
this increase in payments must depend upon 
operations in the interim and the rebuilding of 
the reserve fund. Meanwhile, hospitals are per- 
mitted to carry on their books as a contingent 
debit account, the difference between $5.06 and 
$6.50 for every day of hospital care given sub- 
scribers after July 1, with the understanding that 
this deferred liability will be paid by the plan 
out of earned surplus upon consent of the Super- 
intendent of Insurance. 


* * * 


Service of Maryland 
opened a branch office early in July in Hagers- 
town, administered by John J. Fiery, field repre- 
sentative, 


Associated Hospital 


* * * 


On May 1, regular payments to the hospitals 
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of Massachusetts were resumed by the Associated 
Hospital Service of Massachusetts. 
a * * 


The Medical Committee of the Rochester Hos- 
pital Service Corporation made special recom- 
mendations on May 11 providing for adequate 
hospital report forms and physician report forms; 
letters were sent to every practicing physician in 
Rochester regarding the necessity of avoiding 
abuse. 


The Corporation, at a meeting of member hos- 
pitals, arranged with the hospitals to have staff 
meetings of the hospital physicians at which dis- 
cussion of the plan’s problems will take place. 
The Medical Society has agreed to give publicity 
in their monthly bulletin to the Rochester Hos- 
pital Service Corporation. 

ae 


The Hospital Saving Association of North 
Carolina completed the enrollment of their largest 
group on July 17—25,721 employees of the R. J. 
Reynolds Tobacco Company and their dependents. 

* * * 


On July 12 the three hospitals of Grand Rapids, 
Michigan—Butterworth, Blodgett and St. Mary’s 
—decided to become participating members of 
the Michigan Society for Group Hospitalization. 
Seventy hospitals are now participating through- 
out the state. 

* * * 


Hospital Plan, Inc., of Utica, New York, an- 
nounces the appointment of a Medical Advisory 
Committee of three physicians meeting once a 
month. One physician will serve three months, 
one six months, and one twelve months, being con- 
stantly replaced by other physicians. An honor- 
arium of $10 will be paid each doctor attending 
a meeting and reviewing questionable claims. 
This expense will be more than covered if as little 
as one claim is turned down. The Plan will con- 
tinue to enroll individuals. 

* * * 


The Cleveland Hospital Service Association re- 
ports that utilization for hospitalization expense 
by school teachers runs only to 73 per cent of 
earned income. Eighty-five per cent of all teach- 
ers in Cuyahoga County are enrolled in the plan. 
Teachers have generally been considered a bad 
risk, but Mr. McNamara, executive director of 
the Cleveland Plan, reports that “While they all 
go to the hospital in the summer months and at 
Christmas vacation time, they seldom use the 
service during any other time of the year.” 
Cleveland experience with school teacher units has 
not been adverse. 
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Plan for Hospital Care of Connecticut has 
joined the ranks of other plans enrolling rvira] 
groups by cooperating with the Board of Direc. 
tors of the Tolland County Farm Bureau in o‘fer. 
ing coverage to its members. 

* * * 


The Louisville Community Hospital Service on 
June 21 held a luncheon for the business and 
civic leaders of the city. The two speakers were 
Ray F. McCarthy of St. Louis, who urged sup ort 
of group hospitalization to stave off the threat 
of compulsory and more expensive plans; and Dr. 
Irvin Abell, past president of the American Medi- 
cal Association, who said, “The medical pro‘es- 
sion feels that group hospitalization is an al'ru- 
istic project and should be operated on a non- 
profit plan—such as the one working here. ‘‘he 
fees collected would be used only to defray the 
necessarily expensive cost of hospitalization for 
the individual.” 

* * * 


The one thousandth city employee to join Group 
Hospital Service of St. Louis was His Honor the 
Mayor (Bernard F. Dickmann). 


* * * 


The Hospital Service Plan, Inc., of Norwalk, 
Connecticut announced on July 7 that it was dis- 
continuing the enrollment of individuals and self- 
formed groups. 

* * * 


Some Aspects of Financial Structure 


The individual is the unit of risk, yet the family 
is the unit of payment. The common practice of 
establishing “family rates” places a financial dis- 
advantage upon persons without dependents, and 
gives special consideration to employed persons 
with families. The largest families can afford to 


pay the least for hospital care. They would be 
forced to forego the privilege of budgeting hos- 
pital bills, if the rate structure were established 
entirely upon the individuals at risk. 


A practical question arises as to the extension 
of benefits for subscribers. Accumulated earned 
reserves (important as they may be for the en- 
rolled subscribers) should not be relied upon too 
greatly for the extension of benefits to new groups 
of subscribers. The purpose of a reserve is pri- 
marily to guarantee benefits to existing subscrib- 
ers, not necessarily to make possible the extension 
of benefits to new subscribers. Responsibility for 
extended service to marignal income groups 
should be assumed directly by the participating 
hospitals and the general public, not by the cour- 
ageous subscribers who have supported the plans 
through their early stages. 
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Hospitals Day by Day — Some Pointed Paragraphs 


WALTER E. LIST, M.D. 


¢ The biggest job of the hospital trustees is to 
have vision. 


@ No administrator, no matter how successful, 
but owes the major part of his success to the ideas 
and efforts of others. Therefore, the relation- 
ship of the administrator to the hospital field 
should be one, not of disinterested aloofness and 
isclation, but of close and cordial interest and 
cooperation. 
Harvey Agnew, M.D. 
eae ee 
@ Too few in executive positions remember that 
part of their income is paid to them for just 
thinking. 
A. F. Branton, M.D. 
scien 
@ Is the hospital staff deteriorating? That is, 
ave many of the good men growing older and are 
there a sufficient number of capable young men 
in each department to come up along the line and 
follow in the footsteps of the older ones? If not, 
the ‘hospital as a community institution is slip- 
ping fast. Whose responsibility is it to see that 
there are a sufficient number of capable young 
men to assume responsible staff positions prop- 
erly? Do not leave it to the staff. It is the re- 
sponsibility of the administrator and his Board 
of Directors representing the community. 
Sydney G. Davidson. 
eae ee 
@ It should be obvious that a “consumptive” is 
better off spiritually as well as physically in a 
ward that specializes in “diseases of the chest” 
or in a sanatorium that has no special designation, 
than he is in a place where he is constantly re- 
minded on every hand of the consuming power of 
his disease which the designation would seem to 
convey as uniformly inevitable. 


@ The greatest blessing that may be vouchsafed 
to the sick who are confined in the wards of the 
hospital is the personal interest of the hospital 
administrator in the bedside, for that is where 
the lessons in humanity are to be learned. If the 
hospital is so organized that an excess of “paper 
work,” which almost never relates to the patient’s 
well-being, keeps the administrator away from 
the bedside, it should be taken as a danger signal 
that all is not well with the plan or the personnel 
of the organization and that the time has come 
for readjusting the relation of the staff to the 
patient. Obviously, the patient should not be 
asked to sacrifice more to the interests of an ex- 
clusive paper-work organization. 
E. M. Bluestone, M.D. 
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@ When an educational endeavor reaches the 
proportions of the schools of nursing now con- 
ducted by many hospitals, it constitutes a major 
pedagogical enterprise whose proper conduct is 
a grave responsibility of the governing body. Ex- 
perience dictates, therefore, that there should be 
established in such hospitals an Advisory Coun- 
cil on Nursing Education and Service upon which 
there should be at least one recognized educator. 
Such a council should meet at regular intervals 
with the administrator and the principal of the 
school and no action affecting the policies of the 
school should be taken by the board until it has 
received the recommendations of the council. 


@ The medical record is, or should be, so com- 
plete in every detail that it will afford not only 
all the information essential to the welfare of the 
patient, but also constitute a reliable gauge of the 
judgment, skill, and conscientiousness of the med- 
ical attendant. That many medical records do 
not reach this standard of perfection must be 
freely admitted, but a modern hospital cannot 
evade its obligation to strive for that ideal. 
William H. Walsh, M.D. 
ssciiiidiadecl 
@ Many have found it advisable to write out 
their hospital plans or talk them over with some 
one who is interested. Talking over hospital plans 
brings out a discussion, or more firmly convinces 
one that he is right, before going ahead. 


@ Hospital institutes for administrators pro- 
vide a very definite contribution in assisting the 
administrator not only to keep-up-to-date in his 
field of endeavor, but also to learn more about 
related subjects. Hospital institutes should not 
be classed in the same category as conventions. 
They are different, and both are valuable. 
A. M. Calvin. 
sisnhied liitalaaaiaaa 
@ With approximately 55 plans for group hos- 
pitalization approved by the Committee on Hos- 
pital Service of the American Hospital Associa- 
tion, there should be a realization on the part of 
all concerned of a necessity for a closer relation- 
ship between hospital service plans and hospitals. 
Without a realization on the part of a hospital 
service executive and hospital administrator of 
this necessity the entire object for which plans 
were established may collapse. Hospital service 
plans sell a service that only hospitals can supply 
—hence the necessity for a thorough realization 
for unified action and thinking. 
Lewis E. Jarrett, M.D. 
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Hospital Personnel Problems 


RALF COUCH 


of invention.” Satisfied with our accepted 

solutions to problems, we take the course of 
least resistance, assuming an attitude of perfec- 
tion and satisfaction that too often isolates us 
from the current of advancement and change, 
which in form results in a lack of awareness of 
what has and is taking place about us. 


To element of necessity is often “the Mother 


It is only when necessity for change becomes 
great enough that we awaken to the fact that we 
are sitting by the road watching the parade go 
by. This awakening or awareness varies, of 
course, with the individual. Flexibility, adjust- 
ment, and willingness to change are synonymous 
terms for characteristics indispensable to the code 
of the hospital administrator today. 


The hospital administrator in his relation to 
the growing program of health care must be con- 
tinually aware of rapid changes taking place in 
the field of personnel relations. He must some- 
how lift himself out of the passive attitude of the 
spectator, by-the-side-of-the-road. 


It is axiomatic that hospital operation has dis- 
tinctive features not common to the general fields 
of commerce and industry. The mistake is too 
often made, however, of assuming that hospital 
administration and hospital personnel problems 
are drastically different. Looking at the various 
industries and institutions from the standpoint of 
human service, there is not after all such a great 
difference. 


The Chicago Hospital Council through Dr. 
Bachmeyer (Sec. p. 14) summarizes the features 
of difference between the hospital and the indus- 
trial organizations as follows: 

Non-profit motive 

Vital character of service 
Atmosphere—therapeutic 
Responsibilities—educational, and 
Employment—stable 


And the features of similarity as follows: 
Large employers of labor 
Single hospitals provide the only source of 
income to most of their employees 
Some hospitals have unfavorable working 
conditions 


Presented at the Association of Western Hospitals Conference, 
Seattle, February 23, 1939. 
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Insecurity, because of exemption from Social 
Security Act 

Loss of intimate contact due to mass pro- 
duction 

The non-professional staff does not have 
secular character. 


Hospital employees like those of a factory or 
department store are people: they live, they seek 
to get the most out of life, they labor, they have 
respect for exceptional service, and they expect 
recognition for work well done. These are all 
common factors in. employee relations, irrespec- 
tive of class of employment. 


The Personnel Relation Function 


Hospital administrators must recognize the im- 
portance of the function of personnel relation- 
ships. This applies not only to large hospitals, 
but to small hospitals as well, even though the 
emphasis and treatment may be modified by con- 
ditions determined by size. 


In large hospitals the field will warrant definite 
departmentalization, and the appointment of a 
special personnel administrative staff. The prob- 
lem that presents itself at this point usually 
arises from a lack of foresight on the part of 
hospital administrators and the board of direc- 
tors in failing to set up early enough in the 
development of the institution specialists who can 
function effectively in this field. Here foresight 
should be spelled with capital letters. 


In smaller hospitals the problem of personnel 
administration is also present, and the duties 
involved should be understood and exercised. The 
superintendent can perform the function, but too 
often, due to pressure of other duties, he does so 
automatically and is not aware of the need of 
study and up-to-date treatment of the subject. 


A division of the function of personnel adminis- 
tration might include: 


Formulation of policy, setting forth the rela- 
tionship between employer and employee 
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An organization to carry out satisfactorily 
the policies 

A proper supervisory philosophy 

Sound methods of selection and training of 
personnel 


In applying the function of personnel relation- 
ships, there are several administrator require- 
ments that are essential, as follows: 


1 The administrator must draw up an organi- 
zation chart—as a personnel director, he must 
understand himself. This chart should outline in 
detail the organization and functions of the hos- 
pital departments and their administrative rela- 
tionships. It would be advantageous, of course, 
tc submit a newly formed organization chart to 
other administrators for criticism and comment. 
In this manner superintendents may avoid mis- 
takes and follow accepted practices in the field of 
hospital administrators. 


2 The administrator should develop, and keep 
up to date, a personnel manual describing the or- 
ganization of the hospital, chain of administrative 
authority, and a job analysis, including classifica- 
tion, selection, promotion, remuneration, benefits, 
training, hours of work, and other regulations 
affecting employees. 


3 The administrator must have qualities of 
leadership. Authority alone will not produce sat- 
isfactory relationships. A good plan needs inter- 
pretation in terms that will reach the level of 
the humblest worker. 


4 The administrator must have a humane un- 
derstanding that is compatible with the rights of 
all classes of labor in the hospital. 


5 He must have a sense of values, a sense of 
humor, and above. all, be able to think—these 
qualities are vital in successful administration. 


Ability to Organize 


The lack of ability of the administrator to 
organize his staff is often a serious one, the de- 
gree of the state of disorder varying; usually, the 
administrator himself not being cognizant of it. 


Present day hospital literature and periodic 
staff meetings are helping a great deal in solving 
the problem of the disorganized administrator. 
Surely with reasonable intelligence and recep- 
tivity one cannot remain impervious to the 
proffered help of fellow administrators. 


Ignorance is not always the bete noire in ad- 
ministration. Consciousness of ignorance, in fact, 
is often the first step toward wisdom. But you 
all know at least one “wise guy” who is good, and 
admits it. He lives on a stratum quite close to 
the stratosphere. He is above helping his col- 
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leagues, or taking part in a cooperative move- 
ment. As a rule, however, his election is short 
lived and the height to which he momentarily 
attains is not worthy of serious consideration. 


Analyzing the Job 


Analyzing the job is usually a problem, because 
the process of analysis is not thoroughly carried 
out. Many hospital administrators are personnel 
managers through experience only; and for the 
executive involved in routine, it is not a simple 
matter to get down to the incisive process of 
thinking out and skillfully applying sound prin- 
ciples. 


Job analysis, as reported by Nellie Gorgas of 
the University of Chicago Clinics, and sum- 
marized in outline, should indicate: 


1 Job title and department 

2 General duties required by the job 

8 Supervision of and by other employees 

4 Machines used on the job that require special 
skill 

5 Education and special training required 

6 Conditions of work; i.e., physical location, 
sedentary or otherwise; accuracy required, 
automaticity, health and accident hazards, 
schedule of hours, and disagreeable factors 
Personal qualifications required 
Salary, range maximum to minimum, and 
cash value of perquisites, bonuses and penal- 
ties, time and method of payment, vacation 
and sick leave regulations 

9 Relation to other positions, and opportunity 
for advancement 

10 Source of supply of suitable applicants 


There are two factors or aids that can facilitate 
a job analysis—published guides, and depart- 
ment heads. 


Results of job analysis should be made known 
to present as well as potential employees. A clear 
understanding of what the employer expects of 
the employee and what the employee may expect 
of the employer—duties, privileges, benefits, pro- 
motion, and programs—are all important at the 
time of employment, and when properly explained 
will produce results in the way of a better satis- 
fied group of employees. 


Classification of Employees 


A problem offering difficulties to many adminis- 
trators lies in the fact that the entire personnel 
of the hospital has not been classified, as a part 


of the job analysis. Classification should include 
not only segregation as to classes of work, but 
should include an indication as to preliminary 
educational requirements, together with expected 
opportunities for advancement. 





Salary Ranges 


There should also be a statement of salary 
ranges, with normal maxima and minima for each 
classification, in addition to details of duties, 
privileges, and restrictions. One should be care- 
ful to plan under normal classification—similar 
pay for similar types of duties; for example, even 
in janitorial service there may be a variation of 
duties; so classification should vary accordingly. 
Perhaps, in the non-technical types of work, it 
might be well to understand the classification in 
that field as practiced by the labor groups—not 
that their standards should necessarily be ac- 
cepted. 


Classification is a step that will assist the hos- 
pital personnel management to avoid future mis- 
understanding. 


Scientific Selection of Employees 


Selection of the right person for the job con- 
stitutes one of the most important acts of the 
hospital administrator, as well as of any other 
employer. I doubt very much, however, if this 
phase of personnel management is given adequate 
attention by most employers. In every success- 
ful organization you will generally find someone 
who has the fortunate knack of picking indivi- 
duals. The selector should be qualified to select; 
and if he is, you will see the reflection of this 
ability throughout the organization. Too much 
emphasis cannot be placed upon this significant 
fact. Even in the smaller hospitals, where the 
personnel administration function has not been 
highly developed, it will prove valuable. 


Simple tests given to persons being considered 
for employment will aid considerably in determin- 
ing whether their preliminary requirements are 
sufficient to enable the applicants to grasp and 
satisfactorily carry on the work of the hospital. 
Even with restrictions, such as lower salaries, 
that are sometimes existent in hospitals, the de- 
velopment of criteria for selection will increase 
the general level of employee interest and effi- 
ciency. There are several factors that should be 
considered in selection: physical condition, mental 
and personal characteristics, technical knowledge, 
previous experience, motives for seeking employ- 
ment, and domestic situation. 


Authorities in this field have pointed out that 
the chief difficulty in obtaining satisfactory non- 
technical personnel for the hospital lies in the fact 
that those best suited for the work are frequently 
absorbed in other lines of activity. It has been 
stated that the hospital at present is competing 
with WPA and other relief agencies in attracting 
employees. Personally I believe it is unfortunate 
that salaries in hospitals are so low that we have 
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to admit competition with relief agencies in offer- 
ing satisfactory working conditions to applicants, 


The problem of the trained worker, such as 
departmental heads, nurses, technicians, etc., is 
not so great, inasmuch as through training acc m- 
plished in the special field there has already been 
some indication as to individual ability. The im- 
portant factor in selection is to have a plan of 
selection. I can assure you, once this is estab- 
lished, your personnel problems will rapidly 
diminish. 

Hours of Labor 


The 48-hour-week is now almost universally 
recognized and practiced, and the trend towar«l a 
44-hour-week is steadily increasing in recognition 
and practice in hospital employment. The objec- 
tive of a 40-hour-week is something to think 
about, inasmuch as the tendency is toward still 
shorter hours. Hospitals cannot expect to main- 
tain long hours of labor in contrast to other lines 
of commerce and industry. 


Employee Benefits 


The hospital superintendent must consider the 
sum total of benefits and privileges that are to 
be derived by the employee. Otherwise he will 
find himself loaded with an inferior class of per- 
sonnel unable to obtain employment elsewhere. 
The job should be attractive; and it is a fact that 
employee benefits play no small part in producing 
interested and efficient employees. 


Standards in the field of public service have 
set the example for other fields of endeavor. 
Hospital work lends itself better to permanent 
and regular employment than do some other types 
of labor, such as the building trades. Vacations 
should be included in employee benefits through- 
out the entire hospital, the principle being ac- 
cepted that each employee on a fulltime basis is 
entitled to at least two weeks of vacation during 
the year. Longer periods should be granted em- 
ployees who have given years of service; in many 
instances as much as a month may be granted. 


Sick-leave benefits offer a special problem in 
that nature sometimes impels one to take undue 
advantage of such privileges. I have known of 
several instances where a sick-leave period was 
granted up to 14 days, a large portion of which 
was spent as a vacation under the guise of sick- 
ness. In these instances of abuse of benefits sick- 
leave privileges were rescinded. Such drastic 
punishment was probably reactionary. One can- 
not always insist upon a physician’s certificate 
for approved leaves, inasmuch as the employee 
may not have been sufficiently sick to require the 
services of a physician. The plan of basing sick- 
leaves upon the length of time of employment 
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has met with considerable success in many in- 
stances. 


Hospitals are now reaping the supposed benefits 
they anticipated at the time they requested and 
ob'ained exemption under the Social Security Act. 
This exemption may have prevented additional 
hospital costs in a small way; but attractiveness 
of the job has also been reduced, as compared 
wi h other branches of industry. It is altogether 
probable that these provisions may be changed, 
in smuch as many administrators are now seek- 
in;; employee coverage. 


Che American Hospital Association has recently 
in \icated that an attempt will probably be made 
fo: the removal of exemption of employees of 
ecucational, religious, and charitable institutions 
aid organizations including hospitals from the 
provisions of unemployment and old age in the 
present Social Security Act. Your board of direc- 
tors should be informed of the possibility of the 
removal of exemption. 


Promotion 


The problem of employees getting into a rut 
presents itself in hospital administration. This 
situation often results from the lack of grouping 
for certain positions, preliminary qualifications 
that will permit one to get ahead, and to change 


from one rank to another by meeting these quali- 
fications. 


It is important that employees understand at 
the time of employment, the policy regarding pro- 
motion. If the job is a dead-end job, there will 
be no particular problem, as long as this is under- 
stood at the time of employment. The same is 
true with other restrictions. 


On the whole, promotion should be made from 
the ranks, and by seniority; but here again the 
problem of a sufficiently high level of preliminary 
training is involved. For example: If the educa- 
tional requirements for maid work were ele- 
mentary instead of secondary, the type of persons 
attracted to this job would preclude the possibility 
of advancement in other classifications. In any 
department of work it is the administrator’s 
function to see to it that there are workers being 
developed to succeed to the positions of leadership 
when these become vacant. 


Remuneration 


Important problems arise today because of re- 
munerative scales, in the hospital as well as in 
other fields of employment. Oftentimes, the job 
analysis has not been properly done. Without 
careful consideration of adequate classification, 
one is apt to find two persons carrying on identical 
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work with perhaps a 50 per cent variation in 
amount of wages. 


When perquisites are granted, executives are 
urged to make them worth the amount repre- 
sented. Present trends, however, favor their dis- 
continuance in lieu of cash. 


Some hospitals have adopted a bonus plan, 
which seems to be workable in institutions where- 
in detailed personnel records of evaluation and 
improvement are maintained. There are many 
ways in which hospital employees can earn credits 
adaptable to a cash bonus system. 


Training 


Training of non-technical employees offers a 
greater problem today than that of those trained 
in professional or technical positions. This is 
probably due to the fact that training plans in the 
skilled professions have been standardized upon a 
national basis, while those of a non-technical 
nature have not reached as high a plane. Here 
again it is important to have a written plan of 
employee training, available for the use of depart- 
mental heads. 


Let me give you an example of an educational 
experiment wherein a hospital was radically 
changing its scope and doubling its personnel. The 
superintendent first prepared a manual of policies 
and procedures and put employees through a 
school in methods of carrying out the functions 
planned for the new institution prior to its open- 
ing. This plan resulted in the opening of a large 
institution with a minimum of loss of efficiency, 
which in turn resulted in big savings of time and 
money over the initial six-months period. 


In a word, adopt a plan-and-training system, 
put it into practical operation, and it will repay 
you in terms of personnel efficiency. 


Supervision 


Improper execution of the supervisional func- 
tion in the hospital is often a prolific source of 
trouble. Orders should be instructive in nature, 
instead of an indication of authority—the super- 
visor realizing that he is dealing with an in- 
dividual, considering the order in the reversed 
position of receiver instead of giver. The epi- 
gram, “do unto others as you would have others 
do unto you” is good supervisional philosophy. 
Employees do not like to be “bawled out”—par- 
ticularly in the presence of others. 


The element of supervision ties in closely with 
the training plans for supervisors, departmental 
heads, and employees. Train your hospital per- 
sonnel in the art of supervision. Personal 
“bigness” is a vital requisite of those selected to 
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supervise, while on the other hand persons with 
limited “vision” are not qualified as supervisors. 


“Meddling” in Delegated Authority 


Sound administrative procedures require the 
delegation of authority—from the superintendent 
down through assistant administrators to the in- 
dividual employee. Hospital administrators must 
recognize this fundamental necessity, and when 
once that authority has been delegated, to refrain 
from “meddling.” Intervention in such instances 
is unsound, feeds disloyalty, and breaks down the 
morale of all employees. Once having made an 
assignment, hold the person to whom authority is 
delegated, responsible. 


Conference Methods 


The spirit, or morale of hospital personnel can 
often be improved by developing the practice of 
informing employees of the achievements, or of 
the problems, of the hospital—making them feel 
their importance in this business of successful 
hospital operation. This can be most effectively 
accomplished through the “conference” method. 


Decisions, of course, need not be made at such 
conferences; since conferences, as a rule, are in- 
formative and advisory. The good hospital ad- 
ministrator has the knack of informing employees 
by leading them to share in his plans and pur- 
poses, without turning over to them the obliga- 
tion to make decisions for the institution. Gen- 
erally, it is better to have regularly scheduled 
meetings, some of which may be inter-depart- 
mental and others intra-departmental. If the 
groups are sufficiently small, the round-table 
method is satisfactory and produces the best 
results. 


The “Right-Answer” Problem 


This is sufficiently important to be included in 
personnel problems. Administrators know that 
one tactless answer by a harassed employee will 
have more effect on the reputation of the hospital 
than 50 good will deeds. This applies to patients 
in the hospital or to visitors and the public. Hence, 
employees should be thoroughly instructed in the 
art of patient and public contacts and courtesies. 
All employees—superintendent or maid—are rep- 
resentatives of the hospital. 


The Hospital and Labor Unions 


The development of labor unions in industry 
has brought about critical developments in the 


fields of commerce and industry, and in some in- 
stances in professional fields, such as hospitals. 
Boards and administrators of hospitals may have 
contributed to the problem by failing to study 
and develop personnel management in their in- 
stitutions. A summary of Dr. Bachmeyer’s ¢e- 
port, with regard to similarity and differences of 
hospitals as compared to industrial establish- 
ments, was given earlier in this paper. He points 
out that the formation of unions has raised the 
following problems which must be squarely faced: 


1 “Arbitration instead of violence. The char- 
acter of the work of the hospital forbids any 
strike or stoppage of work. But if the union re- 
nounces this potent weapon, it has the right to 
expect a self-imposed compulsory arbitration plan 
on the part of the hospital, to be administered in 
a spirit of confidence, trust, respect, and under- 
standing. 


2 “Jurisdictional disputes. Since both vertical 
and horizontal unions exist in the hospital field, 
the hospital has the right to assure itself that 
jurisdictional disputes shall not cause strife or 
interference with duties nor dictate to employees 
which type of union shall represent them. 


3 “Employment procedures must be such as to 
assure the hospital of the best possible grade of 
employees without discrimination against union 
members. 


4 “Discharge procedures. No employee should 
be discharged for union membership and in case 
of dispute, procedure for amicable and fair settle- 
ment should be provided. 


5 “Hours, wages, vacations, and conditions of 
employment are the principal subjects around 
which negotiations will revolve.” 


Hospitals by the formation of definite policies 
with regard to vacations, sick leaves, holidays, 
salaries, hours of work, medical care for em- 
ployees, training and promotion—which consti- 
tute the core of personnel management—can do 
much to avoid complications and preserve a suit- 
able employer-employee relationship. 


For further reading upon the subject of labor 
relations and personnel management, your atten- 
tion is directed to the reading list compiled by 
Caroline Snyder for the Committee on ‘Personnel 
Relations of the Council on Administrative Prac- 
tice of the American Hospital Association.” 
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Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


OTES upon court decisions which affect hos- 
N to the litigation. 


Recent Cases 


Whether Charitable Hospital Liable for 
Negligence 


Miller et ux. v. Mohr et al. 
Miller et ux. v. Sisters of St. Francis et al., 89 P. 
(2d) 807, (Wash.) 


These were two actions, the first being by Miller 
and his wife against Louise Mohr and the Sisters 
of St. Francis, and the second was by Miller, as 
guardian ad litem of his minor son, against the 
same defendants. The causes were tried and ap- 
pealed as one. Verdicts and judgments were ren- 
dered against defendants, and upon this appeal, 
the judgments were reversed and the causes re- 
manded. 


Defendants operated a charitable hospital, St. 
Joseph’s, to which plaintiff’s wife had been admit- 
ted, and where she gave birth to plaintiff’s son. 
When the latter was five days old he contracted 
impetigo. While suffering from this disease the 
child was cared for by one of defendants’ student 
nurses, the defendant Mohr. A few days later 
the child was burned about the head, resulting in 
necrosis, of the skull. The defense to these facts 
was an answer that defendants were a charitable 
corporation, and that the hospital in question was 
operated as a charity, its earnings being used 
solely for charitable purposes. 


It appeared that the child had been isolated, 
and that he had been placed in a large bed. While 
the nurse was absent from the room the child evi- 
dently moved about the bed and came into contact 
with a heated radiator. Evidence was introduced 
by defendants to show that care had been used by 
them in permitting the nurse to enroll as a stu- 
dent, and that care had been used in permitting 
her to remain as a nurse in the hospital. 


As to the facts and issues the court made this 
comment: 


“In such a case as this, one of the first 
questions to be determined is whether the 
hospital is a charitable institution. This 
court, in several cases, has held that a chari- 
table hospital, not conducted for profit, is not 
liable, under the rule of respondent superior, 
for the negligence of its employees, unless it 
appears that the hospital itself was negligent 
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@ Copies of all issues of the magazine con- 
taining “Legal Decisions of Interest to Hos- 
pitals” should be carefully filed for future 
reference. The series of articles when com- 
pleted will contain citations of all the legal 
cases for each state, as well as the court de- 
cisions in the Federal and Canadian Courts. 
This column will discuss each new case as 
it is reported. 








in failing to exercise ordinary care in the se- 
lection and retention of the employee. ...” 


“In determining whether a particular hos- 
pital should be classed as a charitable institu- 
tion or as one operated for profit, the first 
question to be considered is, of course, the 
structure of the corporation owning and oper- 
ating the institution, assuming that such in- 
stitutions are generally owned by corpora- 
tions. The articles of incorporation and by- 
laws, which are for judicial construction as 
a matter of law, determine the matter, prima 
ek.” 


“. ,. . The written evidence introduced 
showed, prima facie, that under its charter, 
appellant was a charitable organization, but 
respondents, under the pleadings, had the 
right to show, if they could, that in conduct- 
ing its business, appellant did not observe the 
basic principles laid down in its articles of 
incorporation and by-laws, but in fact appro- 
priated some portion of its income to the pri- 
vate profit or advantage of some individual 
or other corporate entity. Upon this phase 
of the matter, a question of fact would be 
presented, which, if there should be a conflict 
in the evidence, must be determined by the 
jury: 


“ |. . The fact that patrons of a hospital 
pay for the service rendered does not deprive 
the institution of its character as a charitable 
organization, provided always that the in- 
come is devoted to the accomplishment of the 
charitable purposes of the hospital, and that 
no portion thereof is diverted to private profit 
or advantage.” 


The argument was made by plaintiffs that the 
hospital received more in receipts from its opera- 
tion than the total of its operating costs. Of that 
fact the court said: 


“.. The fact that the income of a corpora- 
tion exceeds its operating expenses does not 
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make a charitable corporation any the less an 
organization of that class, if the excess of 
income be used for carrying on the charitable 
purposes for which the corporation was or- 
ganized. . . . Neither does the amount of 
monthly or annual income of such corpora- 
tion have any bearing upon this ques- 
tion, nor is that matter affected by the 
amount or value of property which the cor- 
poration may own.” 


In making its conclusion, the court finally said: 


“Tn the case at bar, the basis of appellant’s 
liability, if any, can only be that it was negli- 
gent in employing, or maintaining in its em- 
ploy, a person who was not competent to per- 
form the services which she, as an employee, 
was required to render to the patrons of the 
hospital. Naturally, the officers of appellant, 
whose duty it was to hire and discharge its 
employees, can be held for the exercise of 
their judgment concerning the qualifications 
of such employees only in the light of such 
information as such officers possessed, or 
which they, in the exercise of reasonable dili- 
gence, should have obtained.” 


TEXAS (Cont.) 


Whether Hospital Liable for Alleged Mistake in 
Feeding Patient 


Koenig et ux. v. Baylor Hospital et al., 10 S. W. 
(2d) 396. 


This action was based upon the supposed negli- 
gence of the hospital, acting through an employee, 
in feeding plaintiff’s wife after an operation. At 
the trial the jury was instructed to return a ver- 
dict in favor of the defendant, and the Court of 
Civil Appeals affirmed the judgment of the trial 
court. 


It appeared that the negligence in question was 
the alleged failure of defendant to exercise rea- 
sonable care in the selection and retention of its 
employees. Of this allegation it was said: 


“The evidence shows that Mrs. Koenig was 
placed in the hospital upon the order of her 
own doctor who operated upon her. She was 
first placed upon a liquid diet, which some 
days after the operation was changed to a 
general diet. A day or two after this change 
she had a severe stomach disturbance which 
made her quite ill.... 


“From the statement of petition it is appa- 
rent the plaintiffs proceeded upon the theory 
that appellee was conducting a hospital of a 
public nature, and (was) liable only for its 
alleged failure to exercise ordinary care in 
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the selection and retention of its servants, 
agents, and employees, whose duty it was to 
supply her with proper food... . 


“We have examined the entire statemeni 
of facts, and find no evidence of any negli- 
gence in the selection and retention of such 
servants, agents, and employees. Indeed 
there is no evidence of any negligence upon 
the part of such persons themselves.” 


_——— 


Whether Charitable Hospital Liable for Burns to 
Patient 


Baylor University v. Boyd, 18 S. W. (2d) 700. 


Plaintiff’s cause of action against the university 
was based upon the alleged negligence of one of 
defendant’s employees in placing a hot water bot- 
tle upon his wrist, whereby he received the in- 
juries complained of. A judgment in favor of 
the plaintiff was reversed, and judgment was ren- 
dered in favor of the university. 


Defendant pleaded the fact that it had been 
incorporated as a charitable corporation. How- 
ever, the trial court allowed the case to go to the 
jury and also treated the question whether de- 
fendant was a charity as a disputed issue of fact. 
Of this action of the trial court it was said: 


“The evidence indisputably establishes that 
Baylor Hospital is a charitable institution, 
and that a patient suffering injuries while in 
its care, in a suit to recover damages for such 
injuries, is controlled by the rules of law ap- 
plicable to charitable institutions.” 

The court again said: 


“The fact that such a corporation by its 
rules requires of patients payment of their 
board according to their circumstances and 
the accommodations they receive, and the 
further fact that no person may individually 
have the right to demand admission, does not 
change its status as a charitable institution. 


“In this case the evidence indisputably 
shows that the hospital in question is a chari- 
table institution, that it is not operated for 
profit, and that if, at the end of any fiscal 
year, there should be a surplus, over the ex- 
penses of maintaining and operating the hos- 
pital, derived from payments by its patients 
and public contributions, such surplus is 
placed in the general fund of the hospital and 
used for its general charitable purposes. It 
necessarily follows that the court should have 
held, as a matter of law, that Baylor Hospital 
is a charitable institution, and should not 
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have submitted such question to the jury as a 
disputed issue of fact.” 


On the question of liability it was said: 


“The better weight of authority seems to 
be that a patient in a charitable hospital, re- 
ceiving an injury from the acts of the serv- 
ints or agents of the hospital, cannot recover 
‘or such injury, unless the hospital failed to 

’ axercise ordinary care in the selection of its 
servants or agents; and this without regard 
as to whether the patient was a ‘pay’ patient 
or a ‘free’ patient. This is the rule adopted 
in this state, and the rule of law controlling 
the right of recovery by appellee in the in- 
stant case.” 


—— 


Whether Hospital Liable for Alleged Negligent 
Administration of Medicine 


Enell et al., v. Baptist Hospital, 45 S. W. (2d) 395. 


This action was brought by a wife and her hus- 
band to recover damages for the negligent ad- 
ministration of medicine, intended for another 
patient, which injured her, and caused the death 
of her child. 


Defendant pleaded that it was a charitable cor- 
poration, and the trial court directed a verdict in 
its favor, entering judgment upon the verdict. 
This judgment was affirmed. 


Nowhere was it alleged or proved that defend- 
ant was negligent, or that it was negligent in 
the hiring or continuation of employment of the 
nurse in question. There being no proof of negli- 
gence in the employment or retention of the nurse, 
it followed that defendant could not, on the evi- 
dence, be held liable. 


In cases of the kind seen here, attempted to be 
sustained against a charitable institution, it is 
necessary to allege and prove that the authorities 
of the corporation were negligent either in hiring 
the employee, or, that having learned of the em- 
ployee’s negligence, they were negligent in retain- 
ing him. This exception to the general rule ex- 
empting charitable corporations from liability for 
negligence seldom is made to prevail, for it is dif- 
ficult to sustain the burden of proof under such an 
allegation. 


—_——_<——— 


Whether Hospital Liable for Negligence of Nurse 
in Use of Hot Water Bottle 


Steele et ux. v. St. Joseph’s Hospital, 60 S. W. 
(2d) 1083. 


The action was by husband and wife for per- 
sonal injuries to the wife, caused by contact with 
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a hot water bottle. Upon the trial, a verdict was 
directed in favor of defendant and a judgment 
was entered upon the verdict. This judgment 
was affirmed by the Court of Civil Appeals. 


Defendant pleaded the fact of its incorporation 
as a charity, which was made its principal de- 
fense. Thus, the question was raised whether it 
was liable for the negligence of its nurse, and on 
this question the court said: 


“While there are some exceptions, the great 
weight of authority, notably so in our own 
state, supports the conclusion . . . that a hos- 
pital of the character of the one now under 
consideration is not liable for the negligence 
of its servants and employees unless it be 
shown that the hospital was guilty of negli- 
gence in the employment or retention of the 
offending employees or servants.” 


Comment was then made with respect to the 
plaintiffs’ case, the court saying: 


“The burden of proof was upon appellants 
primarily to establish the negligence on the 
part of the operating nurse as alleged, and, 
while it may be said that the evidence is suffi- 
cient to require that issue to be submitted to 
the jury, we do not think it sufficient to war- 
rant the further conclusion as appellants con- 
tend, that such negligence in nature or degree 
proves or tends to prove negligence on the 
part of the appellee corporation in the failure 
to prescribe proper rules of government or in 
the selection or retention of the offending 
nurses. So that on the whole we feel unable 
to say that there is reversible error on the 
part of the trial court in giving his peremp- 
tory instruction and in rendering judgment 
as he did even though for the purposes of the 
conclusion it be admitted that. . ., one or all, 
(of the nurses) were guilty of the negligence 
charged.” 


This case furnishes, perhaps, the best example 
of the working of the rule exempting charitable 
hospitals from the consequences of the negligent 
acts of their agents, servants, or employees unless 
it can be proved that the hospital authorities were 
negligent in the hiring or retaining of the nurse 
in question. In this instance, it was certain that 
the nurses had been negligent in failing to ascer- 
tain whether the bottles were too hot for the pa- 
tient after she had been placed in bed following 
an operation, yet the proofs failed to show that 
the hospital authorities had been negligent in any 
particular with respect to the employment of the 
nurses. There being a failure of proof on that 
head, it followed that the hospital could not be 
held liable. 
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Obstetrical Service in a General Hospital 


GERALD W. GUSTAFSON, M.D., F.A.C.S. 


HETHER or not the clinical work of the 
\Y oistetric department of a general hos- 
pital is kept high in quality depends 
largely on how closely that hospital adheres to 
the program of the American College of Surgeons. 
It would be well if a framed copy of the ten re- 


quirements was hung in the obstetrical depart- 
ment of each hospital. 


Organizing the Department 


The department itself must be physically ade- 
quate. It must be separated from other depart- 
ments in the hospital and there must be an iso- 
lation unit to which infected mothers may be 
transferred and cared for without additional cost 
to them. When there is a lowered incidence of 
hospital obstetrical patients and the remainder of 
the hospital is crowded, so-called clean surgical 
patients and medical patients must not be put in 
the area provided for maternity service. Cesa- 
rean sections should be done in the obstetrical 
department and not in general surgery. Isola- 
tion nurseries must be provided. 


Nurses caring for infected mothers or babes 
must not care for clean ones, and nurses from 
general surgery and medicine must not care for 
maternity patients. It is essential that the ob- 
stetrical department be adequately staffed with 
nurses so that a run of cases may be cared for 
properly. The head supervisor should have had 
postgraduate work in obstetrics and experience 
in administration. The supervisor in charge of 
birth rooms should have had special preparation 
for her work. 


Each case in labor must be carefully watched, 
particularly stressing fetal heart, blood pressure, 
and evidence of hemorrhage and exhaustion. 


The Obstetric Staff 


Aside from the physically adequate department, 
there must be a capable obstetric organization in 
order to keep the clinical work high in quality. 
This is much easier with a closed staff. In the 
open staff hospital, where many doctors are de- 
livering patients, it is advisable to have a small 
number of qualified obstetricians constituting the 
obstetric staff. Certainly, in the cities this is 
easily done. Who is a qualified obstetrician may 
be difficult for a hospital superintendent to 
state, but diplomates of the American Board of 
Obstetrics and Gynecology can certainly, in all 
fairness, be considered qualified. In smaller com- 
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munities without specialists, the best men avail- 
able can be chosen. In the last analysis, the Board 
of Trustees is responsible for the quality of work 
done in any hospital, the superintendent being re- 
sponsible to them. Therefore, it would seem most 
desirable for the chief of the obstetrical depart- 
ment to be appointed by the Board of Trustees 
and his appointment be permanent as long as his 
work is satisfactory. The chief and the obstetric 
staff must exercise adequate control over clinical 
work in the department, both ward and private 
—this does not mean that the general practitioner 
is deprived of his obstetrical work. There must 
be obstetrical staff meetings to discuss mortality 
and associated diagnostic problems. There should 
be a comparison of mortality and morbidity fig- 
ures with those of the large lying-in hospitals. 


Operative Obstetrics 


Major operative obstetrics can only be properly 
controlled and, in particular, the incidence of cesa- 
rean section, by making mandatory that every 
decision for major obstetrical operation be made 
by a member of the obstetric staff of qualified 
obstetricians. Dr. Skeel and his committee in 
Ohio have accomplished a great deal in all Ohio 
hospitals by having the hospital organization, state 
what the general practitioner can and cannot do 
in operative obstetrics. Fortunately, the major- 
ity of practitioners do not care to do that which 
they are not trained to do. 


If the American College of Surgeons would 
sponsor a similar mandate in its accredited hos- 
pitals, much more could be accomplished. Some 
one of the obstetric staff should give a yearly re- 
port on the incidence of cesarean section and that 
incidence be compared with that of obstetric cen- 
ters. 


Measuring the Efficiency of the Medical and 
Nursing Services 


In order to compare morbidity with other in-- 
stitutions and thus measure the efficiency of the 
medical and nursing services, a morbidity stand- 
ard should be adopted. The one most universally 
used is that adopted by the American Committee 
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on Maternal Welfare. This standard considers 
morbid any temperature above 100.4 degrees on 
any two days, exclusive of the first twenty-four 
hours, oral temperature taken every four hours. 





Controlling Contagions 


nt Pro One of the problems that every obstetrical de- 
| Medi partment has to cope with sooner or later, is the 
nepols, question of impetigo-contagiosa. Laundering of 
ee infant clothing demands every care, following 

7 which sterilization should be effected. The hands 
avait of every person coming in contact with an infant 
Board should be carefully washed beforehand and be- 
f work tween. handling of each babe. Visitors to the 
ing re. maternity ward must be restricted. In case of an 
n most epidemic, all infected babes must be immediately 
lepart. isolated and cared for by nurses having no con- 
uustees tact with the clean nursery. Vesicles and wheels 
ae hk present should be opened and Tr. merthiolate or 
stetrie gentian violet applied. Some favor ammoniated 
linical mercury and some silver nitrate. Ultra violet 
rivate light treatments are very helpful. Permanganate 
toner and bichloride baths have been used. No remedy 
‘anak is specific. New-born babes, in our experience in 
tality mild epidemics, are less apt to develop impetigo 
hould if they are washed Soon after birth with soap 
y fig- and water and anointed with 2 per cent am- 
aie moniated mercury. Later, baths are to be oil 
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baths until the babe has left the hospital. This 
technique was developed by Chadwell, except that 
he used 5 per cent ammoniated mercury. It is 
not uncommon to have evidence of skin irritation 
following this technique. However, it is usually 
of brief duration and, in our experience, has not 
proved of serious consequence. 


J. G. Downing of Boston recently called atten- 
tion to the possibility of mercury causing diar- 
rhea and believes that hospitals in which ammo- 
niated mercury ointment is not used to prevent 
impetigo-contagiosa, immediately after delivery, 
will show as few as those in which it is used. 
However, Stander, in Williams Obstetrics, reports 
6,064 new-born infants cared for in. this manner 
with impetigo developing in 8 infants, an inci- 
dence of 0.13 per cent. This technique was em- 
ployed in the nursery of one of our charity in- 
stitutions for one year without a case of impetigo 
developing in approximately 600 babes. Keifer 
and others have recommended that the new-born 
babes not be cleansed, the vernix acting as a pro- 
tective secretion. Some institutions have re- 
ported good results with this technique. At one 
of our charity hospitals we have tried it in about 
150 cases and have had 2 cases of impetigo in 
that group. So far, no technique seems to be 
proof against occasional cases developing. 





i 


Hospital Purchasing Agents 


A purchasing agent is an asset to any business, 
but, how large must a business be to afford one is 
best determined after proper analysis of the busi- 
ness. 


Small business or hospitals undoubtedly could 
not afford a full time purchasing agent but it 
seems to me the position could be combined with 
that of office, business, or personnel manager. In 
any of these combinations, he would still have 
ample time to discharge his duties as purchasing 
agent. 


The following is a summary of the advantages 


hos- of centralized purchasing as set up by National 
ome Association of Purchasing Agents: 
7 re- 
that 1 Having a skilled purchaser upon whom de- 
cen- volves responsibilities for buying: 
a He devotes full time to the business of 
buying 
id b He keeps informed on market trends and 
up-to-date purchasing methods 
a 2 Saving in time, effort, and cost of operation 
§ of a central purchasing agency or by super- 
ally vision over separate departmental agencies 
Etee 3 Lower prices and better deliveries on large 
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orders representing aggregate needs of the 
entire organization 


4 Standardization of supplies, materials and 
equipment 
5 Central supervision over: 
a Disposal of surplus stock by transfer be- 
tween departments or plants, or by sales 
b Storage and distribution of production 
commodities 
ce Checking deliveries 


6 Better fiscal supervision over expenditures 
by close cooperation between finance and pur- 
chasing departments: 


a Cash discounts saved by prompt approval 
and payment of invoices 

b Duplicate payments eliminated by double 
check on invoices 

c Profits increased through orders in ad- 
vance of need on favorable markets when 
finances will permit 


7 Time and amount of purchases regulated by 
advance sales forecasts, by information of 
stock on hand in raw materials and finished 
products, and by knowledge of market trends 


Walter Lundahl, Glen Lake Sanatorium 
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The Sewing Room 


CLARA THAUWALD 


supplies used in the various departments of 

the hospital, is under the direct surveillance 
of the housekeeper. Many articles can be bought 
ready made at a saving, and it would be folly to 
make them. The good judgment of the house- 
keeper will tell her when it is more economical 
to make articles in the hospital sewing room. 


G supnties used int the making of all linen 


The intelligent care of linens naturally assures 
longer wear and thus substantially reduces cost. 
Hospital linens get very hard use. The best 
grades are the cheapest in the long run, but this 
does not mean the exclusion of light weight ma- 
terials. Housekeepers must know materials. 
Great care must be exercised in the selection of 
linens for different purposes in order that lighter 
weights may be used where possible, and heavier 
weights where necessary. 


A good seamstress in the hospital sewing room 
is very important, many yards of material can be 
saved, if one knows how to cut to advantage; 
having many scraps is just waste from poor 
cutting. 


Repairing and Salvaging Linens 


The housekeeper and the seamstress working 
and planning together, find many ways to increase 
the life of an article—making napkins from dis- 
carded table linen, I think, is probably done in 
every sewing room. In our sewing room we make 
pillow covers, which are used in our employees’ 
home, from discarded bedspreads which are too 
worn to be used on patients’ beds. After making 
the bedspreads over into pillow covers it seems as 
though the material just cannot wear out. First 
signs of wear on a pillow case comes on a seam; 
it can be cut off and a new seam made—if the 
pillow case was bought a little longer than the 
pillow to begin with. 


We reinforce the four corners of our feather 
pillows with a piece of ticking sewed on the inner 
side which insures a long life to the pillow and 
also prevents the feathers from coming through 


the corners. In making over pillows we weigh 
the feathers, after they are washed and dried, and 
replace the missing ones until the weight is three 
pounds for a 20x28 inch pillow casing thereby 
making new pillows from old ones. 


When our employees’ home is in need of linen— 
the oldest of the patients’ linen, including sheets, 


pillow cases, turkish towels, wash cloths and even - 


lace curtains, is remarked and utilized. 
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Frayed edges of turkish towels and wash cloths 
are turned just once and sewed with a zigzag 
stitch which makes a nice finish and not too bulky, 
Large and small wrappers are made from the 
discarded sheets. The life of an infant’s tiny 
shirt is doubled by facing the inside of the neck 
with narrow twilled tape. Head pads for the 
nursery are made from discarded mattress pads, 
These are covered with Hollandix rubber sheeting 
and tape sewed on to hold them in place in the 
bassinettes. Pot holders for the kitchens are also 
made from the discarded mattress pads. Rubber 
kneeling pad covers are made from worn bed pan 
covers. The good part of a worn net bag is used 
to mend other net bags or a smaller bag is made 
which is used to hold face masks and are laun- 
dered in these same net bags to prevent them 
getting lost or the strings to tangle. Lace cur- 
tains can be made to last much longer if the same 
width hem is placed at the top and bottom. 


There are a great number of other ways in 
which worn and discarded linen may be used. 
When the material is completely gone it is sal- 
vaged for cleaning cloths. Some hospitals dye 
them blue, thereby controlling the use of towels 
for cleaning purposes as it can be detected at a 
glance whether the cloth is blue as it should be. 


Marking the Linens 


Many articles made in the sewing room are 
produced in quantity and stored in the linen store 
room ready for emergencies. Before being placed 
in circulation, each article should be properly 
marked. We use a foot power machine and mark- 
ing ink with a silver base which lasts the lifetime 
of the article. The important things to be in- 
cluded in the markings are the name of the hos- 
pital, the date the piece is put into circulation 
and the name of the department to which the 
linen belongs. A record of all pieces mended 
during the year, all new pieces made and all pieces 
discarded should be kept. 


Inventory of old and new linens are taken once 
each year. 
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Collection Problems in the Larger Hospital 


RUDOLF G. HILS 


ness office which is of vital concern to the 

hospital administrator is that of credits 
and collections. The emphasis placed on this 
function is in direct ratio to the general admis- 
sion policy of the hospital. Standard practice 
entails a credit investigation either before admis- 
sion of the patient, or immediately afterward. If 
the patient is unable to pay, cost of his care is 
charged against “Free Service” or application to 
a welfare agency is made. 


O- phase of the work of the hospital busi- 


During recent years the growth of indigent 
patients cared for in general hospitals by tax 
spending agencies has introduced many more 
ramifications into the work of the credit depart- 
ment. To cite New York State as an example, 
the Public Welfare Law requires an authoriza- 
tion for the responsible Welfare Department pre- 
vious to hospitalization, except in emergency cases. 
In this event, the responsible department must be 
notified within 48 hours of admission or no claim 
can be made. Needless to say, much confusion 
has been caused by this type of case, often result- 
ing in delayed payments to hospitals, and disputes 
with Welfare Departments. 


As many of the larger hospitals have well func- 
tioning credit departments such cases have been 
of no great difficulty. To others, where the 
granting of credit is more or less under the di- 
rect supervision of the administrator, it has been 
a source of annoyance. To overcome this diffi- 
culty and keep a closer check on all credits, we 
have instituted a method of checking at the Buf- 
falo General Hospital which has proven quite 
satisfactory. We have never adopted a “hard 
boiled” attitude on admissions, preferring to fol- 
low the true, humanitarian attitude toward all 
who are sick and apply for admission. 


Collection Procedures 


However, to close all possible loopholes, the 
following procedure has been adopted: Admis- 
sion histories are sent to the business office and 
are immediately checked for a previous admis- 
sion. If one is found, the ledger card gives an 
indication of promptness of payment. If not, 
a preliminary credit rating is formulated from 
information on the history. We consider resi- 
dence, place of employment, and past credit ex- 
perience of patients referred by the various doc- 
tors. If all these things seem in order, and the 
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type of accommodations chosen reasonable, noih- 
ing further is done until the first week’s bill be- 
comes due. We bill all patients for a week in 
advance on the fourth day following admissicn, 
giving ample time for complaints to be made be- 
fore a week has elapsed. As a follow up, the 
business office has recorded the name and room 
of all patients on a form dated eight days follow- 
ing the admission date. Each day all admissions 
of the eighth previous day are checked and if the 
first week’s bill is unpaid, these accounts are 
shown to the administrator. Unless other ar- 
rangements have been made, these patients are 
then visited by a clerk selected for his person- 
ality and ability to meet people. In a matter of 
fact manner, the patient is reminded that his bill 
was due the previous day and that payment is 
expected. Very often this is the only follow-up 
necessary and payment is made promptly. Should 
some excuse be given such as “I am going home 
in two more days and would like to pay the entire 
bill then,” or, “My daughter or husband will be 
in tomorrow and will take care of it,” appropriate 


. notation is made on the daily sheet and checked 


on the day indicated. Where warranted, a credit 
report is obtained from the local Retail Mer- 
chants’ Association, of which we are members. 
Further action depends on the report. 


When it seems obvious that accommodations 
chosen are beyond the means of the patient, the 
responsible relative is called in for a talk with 
the administrator or his assistant, and the sug- 
gestion made that the patient be transferred to 
cheaper accommodations. This is usually pro- 
ductive of results, either in the form of payment 
or agreement to transfer the patient. 


Values of the System of Checking 


We have found that the system of constant 
checking has been well worth while. Very few 
accounts ever run for two weeks unless some- 
thing definite has been arranged in regard to 
extending credit. Occasionally a patient, upon 
discharge, informs the cashier of inability to pay. 
These cases are all sent to either the administra- 
tor or his assistant for an interview. In most 
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ae are bleaches and .. . bleaches. Some 
will remove stain and whiten fabrics, but in the 
process they may also injure them. Other 


The real 
problem is to find a bleach that will do the 


bleaches are safe, but not effective. 


safest job of whitening and sterilizing your 


white cotton and linen fabrics. 


Wyandotte Yellow Hoop is chemically dif- 
ferent from the usual liquid bleaches. It re- 
leases oxygen more readily, and this means that 
it removes stain easily and with unusual thor- 


oughness. 
Many modern hospitals refuse to take 


chances with any other bleach. They learned 
about Yellow Hoop Soft Bleach from their 


Wyandotte Service Representative, and after a 
Why 


not ask your Wyandotte Representative about 


trial there was no need to look further. 


this superior bleach today? 


THE 


J. B. FORD SALES CO. 


WYANDOTTE, MICHIGAN 


Service Representatives in 88 Cities 
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M. BURNEICE LARSON, Director 


The kind who DO things; 


Do you need some smart and eager, earnest 
people? 
things done! We’ve a group... 


get 





we will find for you ~ a men and women in the 


. one... or ten... or fifty... if you write and 


ask. 








We have their records, their photographs, know 
all that you will ask to know; will tell you if 
you ask. 


They came to us and told of the things they ache 
and long to do, said they wanted opportunity, asked 
for a chance to pit their minds, their wills and 
courage against the toughest tasks in medicine and 
hospitals. 


We queried them, wrote all their references, and 
tidied up the facts and things we have to find: 
found those we registered stout hearted, kindly, 
eager, honest, understanding, able, fine . . . com- 
pletely competent to do your tasks just as you hope 
to get them clone. 


It takes a deal of hunting; takes lifetimes of trying, 
knowing how; takes an understanding that is our 
greatest pride .. . to gather a greater group of men 
and women and find the jobs where each belongs 
to the other; always square pegs to square holes 
and round pegs to round holes, and never a doubt 
of that. 


If you want a resident, a physician who has spe- 
cialized, an administrator, supervisor, anaesthetist, 

a staff nurse, dietitian or laboratory worker, choose 
ftom this great group. Tell us what you want. 
We'll find that man or woman for you. 


THE MEDICAL BUREAU 


55 East Washington Street, Pittsfield Building 
CHICAGO, ILLINOIS 





Around the first get of w ere we are moving to larger quarters 


in Palmolive Building. 


A definite date will be announced later. 
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cases a method of financing can be reached. When 
it is realized that the person being dealt with has 
no intention of settling the account, he is asked 
to sign a thirty day note and if he refuses, of 
course, nothing can be done immediately. 


The Credit History 


Our next procedure is to obtain a complete 
credit history. We have made a fortunate ar- 
rangement with a competent credit investigator 
who gives us a detailed report within forty-eight 
hours. This includes all assets, earnings, debts, 
judgments recorded, chattel mortgages, approxi- 
mate bank balance, etc. If the report discloses 
ability to pay, a letter is written calling attention 
to the account and that payment is expected 
within one week. If this is ignored, a second 


letter is written stating that unless payment is 
received by a specified date, the account will be 
handed to our attorney for collection. 


Our collection experience has proven that neayly 
all people will pay if given an opportunity. Our 
write off for bad accounts is two per cent and it 
has not been found necessary to sue to recov2r 
many accounts. While our accounts receiva'.le 
show an increase from year to year, it is propcr- 
tionate to the growth of our business. 


There are unquestionably more intensive aiid 
accurate methods of credit work in hospitals, but 
the above plan has enabled us to retain the good 
will of our patients without over-emphasizing tiie 
purely commercial angle, and has allowed us to 
adhere to the humanitarian principles of our 
founders. 





Gadgets 


Gadgets are the genesis of improvements in 
equipment. Every administrator and every head 
nurse has been called upon at some time or other 
to devise some gadget to meet an. immediate de- 
mand for which no appliance was at the moment 
available. 


The familiar rubber sheet was preceded by the 
use of newspapers or tar paper. The Kelley Pad 
was merely a convenient improvement on a rub- 
ber sheet with something rolled into the edges to 
make a dam. 


The ancestor of the present day steam inhalator 
was a gadget shown at the first exhibit ever ar- 
ranged at a meeting of the American. Hospital 
Association—in New York in 1911. The setting 
fire to a patient’s bed while using an alcohol lamp 
to generate steam for the inhalator, in treating a 
case of laryngeal diphtheria, led to the substitu- 
tion of electricity as the heating agent. 


Dr. Dafoe saved the lives of the “Quints” by 
his ingenuity in devising a gadget incubator. The 
writer, as a medical student, helped Dr. Gatch in 
his first trial of a very clumsy contraption which 
has since been developed as the Gatch bed, now 
in universal use in hospitals. This, in turn, was 
a sequel to the familiar back-rest of thirty years 
ago, and that, in turn, to the use of a chair under 
the mattress. 


It is rare that the first model of a gadget is 
full blown, but it usually contains a germ of an 
idea to meet a certain set of conditions. If the 
need is real and the idea is sound, there is always 
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someone to improve it and finally to develop it 
into a useful and easily available appliance for 
improving the care of the sick or reducing the 
cost of such cases—which in the end amounts to 
the same thing. 


The first rebreathing bag was pretty crude com- 
pared to the present anesthetic machine with its 
confusing array of valves, dials, connections and 
absorption apparatus. Even the hypo needle was 
born from a hollowed out and sharpened piece of 
bone. 


Hospital personnel do not usually have the 
optimistic and aggressive complex of the inventor. 
They simply need something and if ingenious 
enough, are able to devise it. Not being mechanics, 
it may be somewhat rough and ready, but if it 
serves a useful purpose, they should not be back- 
ward about showing it. Someone will improve 
and develop it and, presto, a new and useful ap- 
pliance is born, and the hospital has advanced 
another step in bringing health and comfort to 
the sick. 


The exhibits of gadgets presented at the hos- 
pital conventions not only demonstrate the re- 
sourcefulness of hospital people in meeting emer- 
gency requirements, but contribute a great deal 
to the development of new equipment, as well as 
improvement of that already in use. These ex- 
hibits are always interesting and informative. 
The gadget exhibit at the Toronto Convention will 
be one of the leading attractions of Convention 
week. 
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IK Rubber Goods 


* Traywares 


Surgical 
Instruments 


Surgical and 
laboratory 
Glassware 

> ¢ Paper Goods 

*” Tuberculosis 
Supplies 

Ie Janitor Supplies 


WILL ROSS, sscosrossres 


Wholesale Distributors and Manufacturers 
of Hospital Supplies 
3100 WEST CENTER ST. MILWAUKEE, WISCONSIN 





Warni ng! 


Do not accept without test 
any substitute offered in place 


| of TIME TRIED Diack signe 
| | 


It is Dangerous 


Try the substitute for yonr 
usual sterilizing period at pres- 
sures you know will not result 


in effective sterilization. 


is, ae 
AVOID POST-OPERATIVE INFECTIONS 


Not a single case of infection has ever 
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properly placed aah Contet 
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JUST WHAT THE 
DOCTOR ORDERED! 
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MADE POSSIBLE BY THE 
HOFFMAN “SHELL-LESS’ 
LAUNDRY WASHER 


Made to order for the hospital laundry’s needs is the new 
Hoffman “Shell-less” laundry washer. Saves time! Saves 
washroom space! AND SAVES THE LINEN! Shorter 
washing time means shorter exposure of linen to washing 
solution; smooth, unperforated cylinder walls reduce 
surface friction. Ask us to show you how this sensational 
machine lengthens life of linen—reduces linen replace- 


ment costs. 


NOW... MORE THAN EVER 


CALL GO FMA 


FOR MORE EFFICIENT 
LAUNDRY OPERATION 


U. S. HOFFMAN 


MACHINERY CORPORATION 


111 FOURTH AVENUE NEW YORK, N. Y. 


COMPLETE LAUNDRY EQUIPMENT 
SERVICE FOR THE INSTITUTION 





Exhibitors at the Toronto Convention of the 


American Hospital Association 


Practically the entire booth space has been contracted for, and at this time there are remaining, 


a: HE commercial exhibit at the Toronto Convention will be as large or larger than in former years. 


approximately twenty booths that are as yet unassigned. This is far ahead of our assignment 
program in previous conventions and assures that this exhibit will be complete in detail and will pre- 
sent everything that is new and approved in hospital equipment and supplies. 


The Association is particularly appreciative of the efforts of our exhibitors to make this exhibit a 


success in every way. 


Name and Address 


Abbott Lab., North Chicago, IIl 
American Hosp. Supp. Corp., Chicago.13-14-15-16 
American Journal of Nrs’g, New York 
American Laundry Mach. Co., Cincinnati. . 
153-154-155-178-179-180 
American Machine & Metals Mfg. Corp., 
Troy Laundry Mch. Div., E. Moline, IIl.. 
167-168-169 
American Rolling Mill Co., Middletown, O... 
18-19-20 
American, Safety Razor Corp., Brooklyn, N. Y..75 
American Sterilizer Co., Erie, Pa 
James L. Angle Co., Ludington Mich. . .37-38-39 
Applegate Chemical Co., Chicago 
Armstrong Cork Products Co., Lancaster, Pa. 
176-177 


Booths 


Arrow Bedding, Ltd., Toronto 
Aznoe’s Central Registry, Chicago 
Arnold Banfield & Co., Toronto 


Bard-Parker Co., Inc., Danbury, Conn 

Bassick Co., Bridgeport, Conn. 

W. A. Baum Co., Inc., New York City 

Beck Duplicator Co., New York City 

Becton, Dickinson & Co., Rutherford, N. J..65-66 
Berkel Products Co., Ltd., Toronto 

G. S. Blakeslee & Co., Chicago 

The Burrows Co., Chicago 


Canadian Industries, Ltd., Toronto 

Canadian, Tampax Corp., Ltd., Toronto 
Carolina Absorbent Cotton Co., Charlotte... .97 
J. & J. Cash, Ine 

Wilmot Castle Co., Rochester, N. Y 

The Celotex Co., Chicago, IIl 

L. C. Chase & Co., Inc., New York City. .123-124 
Cheney Chemicals, Ltd., Toronto 

Gilbert Hyde Chick, Oakland, Calif 

Clark Linen Co., Chicago 

Colgate-Palmolive-Peet Co., Jersey City 
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Name and Address Booths 


Warren E. Collins, Inc., Boston............. 52 
The Colson Corp., Elyria, O 82-83-84 
Connecticut Tel. & Elec. Corp., Meriden. .125-126 
Connell Apparatus, Branch, N. Y 
Corbett-Cowley, Ltd., Toronto 

Crane Co., Chicago 

Cube Steak Machine Co., Inc., Boston 

Cutter Laboratories, Berkeley, Calif 


F. A. Davis Co., Philadelphia 

R. B. Davis Co., Hoboken, N. J 

Davis & Geck, Inc., Brooklyn 

Debs Hospital Supplies, Chicago 

J. A. Deknatel & Son, Inc., Queens Village, 


Denoyer-Geppert Co., Chicago 

Detroit Steel Products Co., Detroit 

Archibald W. Diack, Detroit 

Dictaphone Corp., Ltd., Toronto 

Doehler Metal Furn. Co., New York City. . .69-70 
Down Bros., Ltd., Toronto 

Dunlop Tire & Rubber Goods, Toronto. .129-130 


Eastman Kodak Co., Rochester, N. Y 

T. Eaton Co., Ltd., 'Toronto 

Eichenlaubs, Pittsburgh 

Eisele & Co., Nashville, Tenn 

J. H. Emerson Co., Cambridge, Mass... .143-144 


Faichney Instrument Corp., Watertown, 

I RP Pere es ee 195-196 
Faultless Caster Corp., Evansville, Ind. .193-194 
Finnell System, Inc., Elkhart, Ind 
J. B. Ford Sales Co., Wyandotte, Mich 
Foregger Co., New York City 


Gem Sterilizer Co., Cleveland 

General Elec. X-ray Corp., Chicago.236-237-238 
General Foods Sales Co., New York City....45 
Gomco Surgical Mfg. Corp., Buffalo 

Goodyear Tire & Rubber Co., Akron, O 
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ACCIDENTS 
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All hospital superintendents realize the fact that 
accidents INSIDE their hospitals, even though 
it is just a little matter such as a torn glove, 
are costly and take a large lump of their yearly 
budget unnecessarily. They make every effort to 
eliminate these “little accidents”, and many have 
found Wiltex and Wilco curved finger surgeons 
gloves the answer to their problem. The special 
Wilson process of preparing Liquid Latex pro- 
duces a glove that is TOUGH . . . a glove with 
strength to withstand even the greatest strains. 


Longer life, through greater 
resistance to the extreme heat 
of the Autoclave makes Wil- 
tex and Wilco curved finger 
gloves more economical. Ac- 
tual hospital tests show the av- 
erage cost per pair to be less 
than 8/10 of a cent per oper- 
ation. Specify Wilson Latex 
Gloves on your next order. 


The WILSON RUBBER CO. 


World's Largest Manufacturers of Rubber Gloves 
CANTON, OHIO 


Sole Canadian Agents 


J. F. HARTZ CO., Ltp. - TORONTO - MONTREAL 
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wash your 
PAINTED WALLS 
AND WOODWORK 

this better 

STREAK-FREE way 


How often do you wash your painted walls 
and woodwork? How much does it cost 
you to do this? Since you are up against 
these two questions all the time, it will pay 
you to know more about easier, faster, low- 
cost Oakite cleaning for this work. 


Whether it is washing surfaces to postpone 
the need for repainting, or to prepare them 
for a smooth, even coverage of new paint, 
you want quick cleaning action .. . action 
that is both easy and thorough, yet safe. 


For such purposes, Oakite cleaning is 
ideal. It is surprisingly easy AND THOR- 
OUGH. Just apply solution of the recom- 
mended Oakite material, following with a 
quick rinse, and surfaces are 

CLEAN. There will be no 

streaking. Write today for 

data on this and other hospi- 

tal maintenance tasks where 

you want to save money. No 

obligation. 


Manufactured only by 


OAKITE PRODUCTS, INC. 
27 Thames St.,. NEW YORK, N. Y. 


Representatives in all principal Cities of the U. S. 


OAKITE 


(ertified CLEANING 


MATER 








Name and Address Booths 


Frank A. Hall & Sons, N. Y. C. . .199-200-217-218 

Hanovia Chemical & Mfg. Co., Newark, N. J..142 

Hard Mfg. Co., Buffalo, N. Y 

James G. Hardy & Co., Chicago 

Harold Surgical Corp., New York City 

J. F. Hartz Co., Ltd., Toronto 

The Hill-Rom Co., Batesville, Ind. 105-106-107-108 

Hobart Mfg. Co., Troy, O : 5-6-7 

The Holtzer-Cabot Elec. Co., Boston... .223-224 

Horlick’s Malted Milk Corp., Racine, Wis 

Horner Woolen Mills Co., Eaton Rapids, 
D+ i nuee 520 hS baaeweenee vere red 115 

Hospital Equipment Corp., New York 
City 

Hospital Management, Chicago 

Hospital Topics & Buyer, Chicago 

Huntington Lab., Inc., Huntington, Ind. .103-104 


Ingram & Bell, Toronto 

Inland Bed Co., Chicago 139-140 
International Nickel Co., New York City. .33-34 
Interstate Hospital & Nrs. Bur., Cleveland. ..127 


Jamison Semple Co., New York City 

Johnson, & Johnson, Inc., New Bruns’k, N. J.63-64 
Johnson & Johnson, Ltd., Montreal 

Jones Metabolism Equipment Co., Chicago. ..250 
H. L. Judd Co., Inc., New York City 

“The Junket Folks,” Toronto 


Kellogg Co., Battle Creek, Mich 

The Kent Co., Inc., Rome, N. Y 

Kenwood Mills, Albany, N. Y 

The Kitchen Katch-All Corp., Greenwich, O. .120 


Lewis Mfg. Co., Walpole, Mass 
Samuel Lewis Co., Inc., New York City 
J. B. Lippincott Co., Philadelphia 


MacAlaster Bicknell Co., Cambridge, Mass... .46 
MacGregor Instrument Co., Needham, Mass. .229 
Mallinckrodt Chem. Works, St. Louis 
Marvin-Neitzel Co., Troy, N. Y 

Master Devices Co., Toronto 

McKesson Appliance Co., Toledo, O 

Mechanical Lab., Inc., Miami, Fla 

Medical Bureau, Chicago 

Meinecke & Co., New York City 

Mennen Co., Newark, N. J 

Metal Fabricators, Ltd., Woodstock, Ont 214 
Midland Chem. Lab., Inc., Dubuque, Ia. .173-174 
Miller Rubber Co., Inc., Akron, O 

Modern Hospital, Chicago 

C. V. Mosby Co., St. Louis, Mo 


Nurse Placement Service, Chicago, IIl 
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Name and Address Booths 


Parke, Davis & Co., Detroit, Mich.133-134-135-1: 6 
Physicians’ Record Co., Chicago............. 1 
Prometheus Elec. Corp., New York City 

Puritan Compressed Gas Corp., Kansas City.91-''2 


Republic Steel Corp., Cleveland. .109-110-111-1.2 
Rolscreen Co., Pella, Iowa...... cw see 225 
Will Ross, Inc., Milwaukee 

Royal Metal Mfg. Co, Chicago 


S. M. A. Corp., Chicago 

Safety Gas Mach. Co., Inc., Chicago........ 246 

W. B. Saunders Co., Philadelphia 

Scanlan-Morris Co., Madison, Wis. . .233-234-235 

F. O. Schoedinger, Columbus, O 

Ad. Seidel & Son, Chicago 

John Sexton & Co., Chicago 

Shampaine Aseptic Steel Furn. Co., St. Louis 
101-102 

Sharp & Smith, Hosp. Div., A. 8. Aloe Co., 

St. Louis 150-151-152 
Siemens-Reiniger (Can) Ltd., Montreal. .210-211 
Simmons Co., Chicago 159-160 
Simmons, Ltd., Toronto 
Snowhite Garment Mfg. Co., Milwaukee 
C. M. Sorensen Co., Inc., Long Isl. City, N. Y..94 
Spring-Air Co., Holland, Mich 181-182 
E. R. Squibb & Sons, New York City 
Standard Elec. Time Co., Springfield, Mass. . .51 
Standard Sanitary Mfg. Co., Pittsburgh. .183-184 
Standard X-ray Co., Chicago 
J. Stevens & Son Co., Ltd., Toronto 
E. J. Sweetland Co., San Francisco, Cal 


Thorner Bros., New York City 
Trained Nurse & Hosp. Review, New York 


Union Carbide Co., New York City 

U.S. Gutta Percha Paint Co., Prov., R. I 

U. S. Hoffman Mach. Corp., New York City 
189-190-191 


Vestal Chemical Lab., Inc., St. Louis... .156-157 


Wall Chemicals, Detroit 

West Disinfecting Co., Long Isl. City, N. Y...116 
Westinghouse X-ray Co., Long Isl. City, N. Y..93 
Whitehouse Mfg. Co., Chicago 

C. D. Williams & Co., Philadelphia 

Williams Pivot Sash Co., Cleveland 

G. H. Wood & Co., Ltd., Toronto 

Wrought Iron Range Co., Ltd., Toronto. . 201-202 
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From way down in Dixie we send you a 





et ee 
= wate y! 


} most cordial invitation to visit our exhibit at 
the AMERICAN HOSPITAL ASSOCIATION 
| CONVENTION, September 25th to 29th, 
Toronto, Canada. 
















If It’s Hospital Supplies — Remember Carolina. 





“Manufactured Where Y : 


AA CAROLINA ABSORBENT COTTON 6 


Oivis ton 


BARNHARDT MANUFACTURING COMPANY 
CHARLOTTE, N.- C. 
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Stop— 
WHERE 
ARE YOUR 
FLOORS? 





















Model Ci5 Kent 
Floor Machine 






Under your feet? or 
On your mind? 











= Keep them in their place 
No extravagant claims—no special Protect their surface 








blend for you alone. But coffee priced f 

right that is going to please your pa- Accent their beauty 
trons and increase your business. 

Backed by 55 years experience in with the speedy, thorough 





supplying hotels and restaurants. 


John Sexton & Co.-Chicago-Brookl KENT FLOOR MACHINE 
Cr’ v7’ f} QUALITY: especially designed to be run 
SE »¢ TON FooDSs while your patients are asleep. 

Write today for complete information. 


THE KENT COMPANY, Inc. 
191 Canal Street Rome, N. Y. 
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Twenty-Second Annual Meeting of the 
American Dietetic Association 
August 28-31, 1939 


AMBASSADOR HOTEL, LOS ANGELES 
GENERAL SESSIONS 


Monday, August 28 
10:30 A. M. 


Obesity—Eaton M. McKay, M.D., Scripps Meta- 
bolic Clinic, La Jolla 


8:00 P. M. 


Preserving the Dietetic Value of Frozen Foods— 
E. M. Chace, Laboratory of Fruit and Vege- 
table Chemistry, U. S. Dept. of Agriculture, 
Los Angeles 

The Use of the Elimination Diets in the Diagnosis 
and Treatment of Food Allergy—Albert H. 
Rowe, M.D., Oakland 

The Dietitian’s Place in the Hospital Research 
Program—Agnes Faye Morgan, Ph.D., Univer- 
sity of California 


Tuesday, August 29 
10:30 A. M. 


Behind the Scenes of the Dining Car Department 
of a Great Railroad—Mrs. Grace Merrill, Union 
Pacific Railroad 

This Business of Eating—Mary Barber, The Kel- 
logg Company 

School Lunchrooms—Whither Away—A. A. 
Knoll, Long Beach Public Schools 


3:00 P. M. 


The Newer Knowledge of Vitamin. C in Health 
and Disease—E. Neige Todhunter, Ph.D., State 
College of Washington 

The Ascorbic Acid Metabolism of College Students 
—A Cooperative Study—Margaret L. Fincke, 
Ph.D., Oregon State College 

Vitamin E in Human Nutrition—Herbert M. 
Evans, Ph.D., University of California 


Wednesday, August 30 
10:30 A. M. 


Taro As a Source of Calcium and Vitamin B, Two 
Common. Dietary Deficiencies in Hawaii— 
Martha Potgieter, Ph.D., University of Hawaii 

Health Education—James G. Stone, Los Angeles 
T. B. and Health Association 


3:00 P. M. 


The Present Treatment of Diabetes Mellitus—W. 
D. Sansum, M.D., The Sansum Clinic, Santa 
Barbara 

Questions 
presiding 


and Answers—Anna M. Tracy, 
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Thursday, August 31 
10:30 A. M. 


The Social Worker Looks at the Nutrition Pro- 
gram—Arlien Johnson, Ph.D., Graduate Schoo! : 
of Social Work, University of Southern Cali- 
fornia 

Dietitians in the Vanguard—FEffie I. Raitt, Uni- 
versity of Washington 


Coming Meetings 
1939 


National Hospital Association, New York City, August 
13-15 

Maine Hospital Association, Skowhegan, August 31 

American Dietetic Association, Los Angeles, August 27- 
September 1 

American Congress of Physical Therapy, New York City, 
September 5-8 

American Congress on Obstetrics and Gynecology, Cleve- 
land, September 11-15 

International Hospital Association, Toronto, September 
19-23 

Canadian Hospital Council, Toronto, September 21-22 

American Protestant Hospital Association, Toronto, Sep- 
tember 22-24 

American College of Hospital Administrators, Toronto, 
September 24-25 

American Hospital Association, Toronto, September 25-29 

American Occupational Therapy Association, Toronto, 
September 25 

National Association of Nurse Anesthetists, Toronto, Sep- 
tember 26-29 

Saskatchewan Hospital Association, Saskatoon, October 

Alberta Hospital Association, Edmonton, November 20-21 

Kansas Hospital Association, Topeka, December 1-2 


1940 


Texas Hospital Association, San Antonio, February 22-24 

Oregon Association of Hospitals, Portland, February 

New England Hospital Association, (Mass., R. I., Vt. 
Maine, Conn., N. H.), Boston, March 7-9 

Mississippi State Hospital Association, Edgewater Gulf, 
March 27 

Southeastern Hospital Conference, (Fla., Ga., Ala., Miss., 
La.), Edgewater Gulf, Mississippi, March 28-30 

Ohio Hospital Association, Columbus, April 2-4 

Carolinas-Virginias Hospital Conference, (Va., W. Va., N. 
C., S. C.), Winston-Salem, North Carolina, April 5-7 

Tennessee Hospital Association, Chattanooga, April 8 

Association of Western Hospitals, (Ariz., Wyo., N. Mex., 
Nev., B. C., Mont., Wash., Utah, Ore., Idaho, Calif.), 
Los Angeles, California, April 8-11 

Alabama Hospital Association, Birmingham, April 17 

Iowa Hospital Association, April 22-24 

Mid-West Hospital Association, (Ark., Colo., Kans., Mo., 
Okla.), Kansas City, Missouri, April 25-26 

Tri-State Hospital Assembly, (Ill., Ind., Wisc., Mich.), 
Chicago, May 1-3 

Hospital Association of Pennsylvania, Pittsburgh, May 
8-10 

Hospital Association of the State of New York, Buffalo, 
May 22-24 

Minnesota Hospital Association, Minneapolis, May 

South Dakota Hospital Association, Sioux Falls, May 

Hospital Association of Nova Scotia and Prince Edward 
Island, Bridgewater, Nova Scotia, June 
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reasons why 
Your Hospital 
Should Use 


APPLEGATE’S 


(Silver Base) Indelible Ink for 
Marking Linens 


INDELIBLE—Will never wash 
1 out ... will last the full life of 
the goods. 


ECONOMICAL—No waste, no de- 
Pri ? terioration, no remarking. Saves 


hours of sorting time. 

SAFE—Contains no acid or chem- 
ical to eat holes or injure any 
cloth fabric or corrode die plates. 


NAME, DEPT DATE. 
OME OR ALL 
We also make a no-heat ink AT ONE 
—XANNO—which will last  qyppession 
many washes longer than 
other no-heat inks. 


Low Priced Markers 


Hospitals find that the full 
cost of marking linens 
with the Applegate Sys- 


tem is only 3c per dozen. 
Saves in sorting time 
alone, 20 to 60 days of 
time each year in hos- 
pitals of 100 to 200 
beds. This saving, the 
first year, will buy a 
complete Applegate HAND $20 
System. SPEED UN- FOOT 
LIMITED! Approved $30 
ae. 2 Send for TABLE $5 


atalog and sample 
“Tn pression slip. DIES EXTRA 


’ APPLEGATE CHEMICAL CO. 


5630 Harver Ave. Chicago, Ill. 











You Hear It Satp— 


that hospital labor costs in the 
past few years have risen 
twenty per cent. The number 
of hospital employees has 
risen ten per cent. 


The words of those who ad- 
vertise in your magazine, 
HOSPITALS, grow more and 
more important. 


Savings effected by the use of 
many new products make 
them pay for themselves in a 
short time, and cut costs all 
along the line. 


Every alert buyer constantly 
studies new products. They 
offer an efficient way to battle 
mounting costs. 
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Chill Winds Blow 


For fall and winter weather when chill winds blow 
—this warm wool cape will be more than welcome. 
Besides, it is attractive. There is something about 
a cape that has an appeal unlike most outer gar- 
ments. It belongs to the nurse as no other gar- 
ment does. 


This fingertip length cape is by far the most popu- 
lar made. It drapes gracefully—the military cut is 
authentic. It’s arich looking garment. Adds great- 
ly to your nurses’ appearance—really necessary to 
complete the uniform ensemble. And it is all wool 
—a real protection against the cold. 


Made in Navy Blue with a lining of scarlet, light 
blue or any number of desirable colors. Also made 
wrist length, knee length, full length. Prepare for 
those cold winds now. Send for catalog and prices. 


ARVIN: NEITZ ae 


AR\ awn Aine) 18.45 


CORPoraTION 


TROY. 












News of Interest to the Hospital Field 


Mary E. Brackett, R.N., B.S., has resigned from 
the position of director of nursing of the George 
F. Geisinger Memorial Hospital, Danville, Penn- 
sylvania, to accept a similar position at the 
Samaritan Hospital, Troy, New York. Miss 
Brackett will be succeeded at Geisinger Memorial 
Hospital by Ruth K. Moser, R.N., B.S., formerly 
connected with Springfield Hospital, Springfield, 


Massachusetts. 
—_—_~—_ 


Frank R. Bradley, M.D., formerly assistant su- 
perintendent, and acting superintendent of the 
Barnes Hospital, St. Louis, Missouri, since Dr. 
Louis H. Burlingham’s resignation on April 1, has 
been appointed superintendent of that institution. 

iia ciap 

E. Reid Caddy, formerly administrative assist- 
ant at St. Luke’s Hospital, New York City, has 
assumed his duties as director of the South Balti- 
more General Hospital, Baltimore, Maryland. 

cabieiliaheiies 

Maud Cooze has been appointed superintendent 
of the new Brownwood Memorial Hospital, Brown- 
wood, Texas. Jane Brown, who has served as 
superintendent since the hospital opened several 
months ago, will remain with the institution and 


will be in charge of the surgical division. 
wnnaidiihimaies 
Lenoir Daniel, R.N., who was associated with 
French Hospital, New Orleans, Louisiana, for ten 
years as the superintendent, has been appointed 
superintendent of the Stanly General Hospital, 
Inc., Albemarle, North Carolina. 
<einenaldiaiaatads 
Maud F. Denico, R.N., superintendent of the 
South County Hospital, Wakefield, Rhode Island, 
has resigned her position, effective July 21, after 
fourteen years of service with that institution. 


——. 
Paul H. Fesler has resigned as administrator of 
the Minnesota State Sanatorium, Ah-gwah-ching, 
to accept a better position at the Nopeming Sana- 


torium, Nopeming, Minnesota. 
—_—_—_—__—_ 


Dr. R. H. Frost has resigned as superintendent 
of the Buena Vista Sanitarium, Wabasha, Minne- 
sota, effective August 1, to accept the position of 
medical director and superintendent of the new 
G. B. Cooley Sanitarium, Monroe, Louisiana. 


sclichdieiliietehaiens 

Alford R. Hazzard, who has been superinten- 
tendent of Easton Hospital, Easton, Pennsyl- 
vania, since 1928, advises that he will not be a can- 
didate for reelection as administrator of that in- 
stitution. Mr. Hazard’s hospital administration 
work started shortly after the close of the World 
War through the activities of the American Le- 
gion and the hospital program for the wounded 
returning from France. He became business 
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manager of the Veterans’ Bureau Hospital «t 
Kansas City, Missouri, and in 1928 accepted tie 


position as superintendent of the Easton. Hospit:|. 
—_——__—_ 


Wilda Hornberger has resigned as superinten '- 
ent of Woman’s Hospital, Cleveland, Ohio, aftr 
serving in that capacity for seventeen years. 

sijunedmanioeds 

Macie N. Knapp, R.N., has accepted the super 
intendency of the new Municipal Hospital, Cler 
inda, Iowa. 

coplipaliiabindadas 

Emma Leach, for more than nine years super- 
intendent of the Owatonna Hospital, Owatonna, 
Minnesota, has resigned. Lucille Craig, who has 
been assistant to Miss Leach for the past four 
years, has been named as acting superintendent. 

eine eae 

LeRoy Locke, M.D., has assumed his duties as 
medical director of Center County Hospital, Cen- 
ter County, Pennsylvania. 

TR 

Nell Luther has succeeded Anne Reece Quinn 
as superintendent of Randolph Hospital, Ashe- 
boro, North Carolina. 

cescnislath aes 

William H. Moreland, formerly business man- 
ager and assistant superintendent of White Cross 
Hospital, Columbus, Ohio, has accepted the super- 
intendency of the West Baltimore General Hos- 
pital, Baltimore, Maryland. 


caieeaiahliaattsie 
Samuel W. Rice, Jr., who for the past four years 
has been superintendent of St. Barnabas Hospital, 
Minneapolis, Minnesota, has resigned the super- 
intendency of that institution. Dr. Clement C. 
Clay, for the past several years assistant to Dr. 
A. C. Bachmeyer, director of the University of 
Chicago Clinics, has resigned his position to accept 
the superintendency of St. Barnabas Hospital. 


sncillditacea 

Rev. Horace Turner, of Billings, Montana, for 
the last five years superintendent of the Yellow- 
stone District of the Montana Conference of the 
Methodist Church, has assumed duties as super- 
intendent of Deaconess Hospital, Spokane, Wash- 
ington. Fannie R. Forth, who has acted as super- 
intendent of the Deaconess Hospital since the 
death of Dr. Robert Warner in January, 1937, will 
remain as assistant superintendent, supervising 
the technical work of the institution. 

snes 

Charles E. Vadakin, former manager of the 
Kahler Hospital, Rochester, Minnesota, assumed 
his duties as administrator of the New Doctors’ 
Hospital, Washington, D. C., effective July 24. The 
new 250-bed hospital, which is now under con- 
struction, will be ready for occupancy on Janu- 
ary 1, 1940. 
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HOSPITAL INDUSTRIES 
A: SOCIATION MEMBERSHIP 


1938-39 
A. 3. Aloe Co. St. Louis, Mo. 
American Hospital Supply Corp. Chicago, Ill. 
Am-rican LaundryMach’y. Co. Cincinnati, Ohio 
Ai-rican Radiator & Standard Sanitary Corp. 
Pittsburgh, Pa. 


Anecrican Sterilizer Co. Erie, Pa. 
Anvelica Jacket Co. St. Louis, Mo. 
Janies L. Angle Co. Ludington, Mich. 
‘Ap legate Chemical Co. Chicago, Ill. 
Armstrong Cork Products Co. Lancaster, Pa. 
Bard-Parker Co., Inc. Danbury, Conn. 
Ba sick Co. Bridgeport, Conn. 
ton, Dickinson & Co. Banetere, N. J. 
Bi ‘k’s Nurses’ Outfitting Co., Inc. _N  Gidy 
T) Burrows Company Chicago, Ill. 
Co olina Absorbent Cotton Co. Charlotte, N. C. 
Ca dle Co., Wilmot Rochester, N. Y. 
Ci. rk Linen Co. Chicago, III. 
Ci) y-Adams Co., Inc. New York City 
W.rren E. Collins, Inc. Boston, Mass. 
Crane Co. Chicago, Ill. 
Cutter Laboratories Berkeley, Calif. 
F. A. Davis Co. Philadelphia, Pa. 
D.vis & Geck, Inc. Brooklyn, N. Y 
| \, Deknatel & Son, Inc. Long Island, N. Y 
e Puy Manufacturing Co. Warsaw, Ind. 
Dochler Metal Furniture Co., Inc. N. Y. City 
Eichenlaub’s Pittsburgh, Pa. 
Eisele & Co. Nashville, Tenn. 
F:ichney Instrument Corp. Watertown, N. Y. 
Faultless Caster Corp. Evansville, Ind. 
Finnell System, Inc. Elkhart, Ind. 
J. B. Ford Sales Co. Wyandotte, Mich. 
General Electric X-Ray Corp. Chicago, III. 
General Foods Sales Co., Inc. New York Cit 
Glasco Products Co. Chicago, Ill. 
Frank A. Hall & Son New York Cit 
Hill-Rom Co., Inc. Batesville, Ind. 
Hobart Mfg. Co. Troy, Ohio 
Hospital Equipment Corp. New York City 
Hospital Management Chicago, Ill. 
Hospital Topics & Buyer Chicago, Ill. 
Huntington E aboratories, Inc. Huntington, Ind. 
Inland Bed Co. Chicago, IIl. 
International Nickel Co., Inc. New York City 
Jamieson, Inc. Chicago, Ill. 
Jarvis & Jarvis, Inc. Palmer, Mass. 
Johnson & Johnson New Brunswick, N. J. 
H. L. Judd Co., Inc. New York City 
Kelley-Koett Mfg. Co, Covington, Ky. 
Kenwood Mills Albany, N. Y. 
The Kent Co., Inc. Rome, N. Y. 
Samuel Lewis Co., Inc. New York City 
Lewis Manufacturing Co. Walpole, Mass. 
Marvin-Neitzel oer Troy, N. Y. 
Massillon Rubber Massillon, Ohio 
Meinecke & Co. New York City 
The Mennen Co. Newark, N. J. 
Midland Chem. Lab., Inc. Dubuque, Iowa 
Modern Hospital Publishing Co. Chicago, IIl. 
Morris Supply Co. New York City 
National Lead Co. New York City 


Ohio Chemical & Mfg. Co. Cleveland, Ohio 
Oxygen Equipment Mfg. Co. New York City 


Parke Davis & Co. Detroit, Mich. 
Physicians’ Record Co. Chicago, Ill. 
Puritan Compressed Gas Corp. Kansas City, Mo 
Republic Steel Corp. Cleveland, Ohio 
Rhoads & Co. sine hia, Pa. 
Rolscreen Co. ella, lowa 
Will Ross, Inc. Milwaukee.’ Wis. 
W. B. Saunders Co. Philadelphia, Pa. 
Scanlan-Morris Co. Madison, Wis. 
Ff, O. Schoedinger Columbus, Ohio 
Schwartz eo System Indianapolis, Ind. 
Ad. Seidel & Sons Chicago, IIl. 
John Sexton & Co. Chicago, IIl. 
The Simmons Co. Chicago, IIl. 
Snow-White Garment Mfg. Co. Milwaukee, Wis. 
Spring Air Holland, Mich. 
R. Squibb & Sons, Inc. New York City 
Standard Apparel Co. Cleveland, Ohio 
tandard Electric Time Co. Springfield, Mass. 
Stanley Supply Co. New York City 
Thorner Brothers New York City 


} "roy Laundry Machinery Corp. New York City 


‘Inion Carbide Co. New York City 
Jnited States Hoffman Mach’y Corp. N. Y. City 


Vestal Chem. Laboratories, Inc. St. Louis, Mo. 


Vitamin Products Co. Milwaukee, Wis. 
. D. Williams & Co. Philadelphia, Pa. 
‘Villiams Pivot Sash Co. Cleveland, Ohio 
Vilson Rubber Co. Canton, Ohio 
immer Manufacturing Co. Warsaw, Ind. 
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Nous a 








Produit” 


Perhaps you’ve heard a salesman say that before? 





And have you noticed how often he doesn’t proceed to 
run down the other fellow’s goods? How often he goes 
on to show you something new his firm has developed 


to fulfill better a need in your hospital ? 


Notice, too, how frequently that kind of salesman repre- 
sents a firm listed as a member of the Hospital Industries 
Association. These long-established yet progressive firms 
devote each year many thousands of dollars to the im- 
provement of existing products, the development of 


entirely new ones. 


Sold at fair prices, under meaningful brand names, these 
better products continue to appear. They help mightily 
to improve the standards of care hospitals and doctors 


can give their patients. 


Can we help you solve some problem relating to 
hospital supplies, equipment or administration? The 
93 member fms listed combine more than 2,000 
years of experience in hospital matters, gladly 
placed at your disposal. Just write (care of this 
magazine) to the 


Hospital 
Industries 
Association 


formerly HOSPITAL EXHIBITORS’ ASSOCIATION 
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Mrs. Caroline Van Zandt has resigned as super- 
intendent of the Jefferson County Tuberculosis 
Hospital, Beaumont, Texas, and has accepted the 
superintendency of the Travis County Tuberculo- 
sis Hospital, Fort Prairie, Texas, now under con- 


struction. 
—_——_.———— 


George L. Wessels, M.D., who was assistant to 
the late Dr. G. Walter Zulauf, has been appointed 
acting superintendent of the Allegheny General 
Hospital, Pittsburgh, Pennsylvania. 

Reais 

Phenix City, Georgia—Plans have been drawn 
for a three-story brick structure, to cost approxi- 
mately $50,000, to house the Phenix City Com- 
munity Hospital, Phenix City, Georgia. 

a 

Grangeville, Idaho— A second story will be 

added to the $45,000 hospital now under construc- 


tion at Grangeville, Idaho. 
——<————— 


Princeton, Illinois—The new addition to the 
Perry Memorial Hospital, Princeton, Illinois, 
which cost approximately $90,000, has been com- 
pleted and is now ready for occupancy. 

itkviaahligsinees 

Bluffton, Indiana—Contracts have been awarded 
for a new addition to the Caylor-Nickel Clinic, 


Bluffton, Indiana. 
ecdiitiliinsai 
Crawfordsville, Indiana — The Montgomery 
County Council recently authorized a bond issue 
of $100,000 for the construction of a fifty-bed 
addition to Culver Hospital, Crawfordsville, In- 
diana. 
sitet 
Danville, Kentucky—Construction on the new 
Kentucky State Hospital near Danville, Kentucky, 
will be started on August 1. The hospital, com- 
plete equipped, will cost $750,000. 
sincera 
Lexington, Kentucky — St. Joseph’s Hospital, 
Lexington, Kentucky, will start construction on 
its new $80,000 addition on August 1. In addition 
to housing interns and patients, the new addition 


will include a cafeteria and administrative offices. 
—_—_—_—__— 
Havre de Grace, Maryland—The Board of Har- 


ford County Commissioners has authorized a 
$50,000 bond issue for the construction of a 
county hospital in Havre de Grace, Maryland. The 
Board of Directors of the Harford Memorial Hos- 
pital, Inc., is having plans prepared. 


scisindeiiiaiseasias 

Salisbury, Maryland — Contributions totaling 
$20,000, consisting of an anonymous gift of 
$10,000, have been received for the campaign for 
the enlarging of the Peninsula General Hospital 
at Salisbury, Maryland. 


—_—_—_—_———— 
Crystal Falls, Michigan—The new $67,000 
Crystal Falls Hospital, Crystal Falls, Michigan, 
will be completed about the middle of August. 
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Petoskey, Michigan — Construction has been 
started on the $50,000 Little Traverse Hall, which 
will be used as a nurses’ home for the Little 
Traverse Hospital, Petoskey, Michigan, and the 
building will be ready for occupancy the latter 
part of October. The new two-story building will 
provide facilities for thirty-nine nurses and 


women employees of the hospital. 
—@———. 


Concord, North Carolina — Construction has 
been started on the $150,000 addition to the 
Cabarrus County Hospital, Concord, North Caro- 
lina. With the addition of the new wing the bed 


capacity of the hospital will be increased to 135, 
————— 


Cleveland, Ohio—The Trustees of the Fairview 
Park Hospital, Cleveland, Ohio, are spending a 
quarter of a million dollars to build two new addi- 
tions. Ground has been broken for a maternity 
division and a surgical and administration build- 


ing, and the present building will be remodeled. 
—_———__—. 


Mansfield, Ohio—Plans are being prepared for 
a three-story addition to the Mansfield General 
Hospital, Mansfield, Ohio. The addition would 
provide space for thirty additional beds, and boost 
the bed capacity to 190. 


ACO 

Kane, Pennsylvania—Plans are under consid- 
eration for a new wing to the Kane Summit Hos- 
pital, Kane, Pennsylvania, which was opened last 
October. 

sent ae 

Sharon, Pennsylvania—Plans are under consid- 

eration for the erection of a fourth floor to the 


C. H. Buhl Hospital, Sharon, Pennsylvania. 
ny 


Varnville, South Carolina—A new hospital for 
Hampton County is being planned at Varnville, 
South Carolina. Construction and equipment for 
this institution will be financed jointly by the 
Duke Foundation and the community of Hampton 


County. 
————_<g——— 


Brownwood, Texas—Plans have been completed 
for a $25,000 addition to the Brownwood Memorial 
Hospital, Brownwood, Texas, to double the bed 
capacity of the hospital. 

a 

Monroe, Wisconsin—The new St. Clare Hos- 
pital, Monroe, Wisconsin, erected by the Order of 
St. Agnes, Fond du Lac, at a cost of $350,000, was 
formally dedicated by Archbishop Samuel Stritch 
of Milwaukee. This new hospital, modern in 
every respect, contains six hundred beds and is 
now ready for occupancy. 

cette 

Casper, Wyoming—The Memorial Hospital of 
Natrona County, Casper, Wyoming, is planning 
construction of a new addition to cost approxi- 
mately $260,000. 
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CLASSIFIED ADVERTISEMENTS 


RATES: 


Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 


must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the morth preceding issue. 


Commercial announcements accepted at the same rate. 


Remittance must accompany classified advertisements. 





CONSULTANTS 


POSITIONS WANTED (Continued) 








CHARLES S. PITCHER, F.A.C.H.A. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 





INSURANCE 





ALL RISK HOSPITAL LIABILITY INSURANCE 
W. J. Robbins & Company 
19th Floor, Insurance Exchange Bldg. 
Chicago, Illinois 





POSITIONS WANTED 





LIBRARIAN—Young lady, A.B. degree, and graduate of Li- 
brary Training School, with a year and a half experience 
in a large hospital followed by six weeks’ internship in 
large institutions, desires position as hospital librarian. 
Address Box F-1, HOSPITALS. 





REGISTERED RECORD LIBRARIAN; college’ graduate; 
wide experience in organizing and managing Record De- 
partment and Medical Library, and training personnel. 
Address Box G-2, HOSPITALS. 





SUPERINTENDENT. R.N., experienced administrator, well- 
known, seeks position as superintendent or assistant su- 
perintendent of hospital, institution, or home. Address 
Box G-3, HOSPITALS. 





NEW JERSEY MEDICAL EMPLOYMENT AGENCY 
26 Journal Square 
Jersey City, New Jersey 
DENTIST, D.D.S., accredited school, Pennsylvania license, 
five years’ practice, desires institutional or assistant’s 
position. 
INDUSTRIAL NURSE, R.N., with successful record, splen- 
did personality, desires appointment in this field. 
PHYSIOTHERAPIST, man, experienced, wants responsible 
position. Willing to go any place. 





THE MEDICAL BUREAU 


M. Burneice Larson, Director 
Top Floor, Pittsfield Bldg. 
Chicago, Illinois 


PATHOLOGIST—A.B., M.D., midwestern schools; year’s 
residency in medicine; three years’ graduate training 
pathology; particularly well-qualified tissue pathology, 
tumor work. No. 363. 


RADIOLOGIST—Diplomate, American Board of Radiology, in 
diagnostic and therapeutic radiology; three years’ suc- 
cessful private practice during which time he has di- 
rected department of radiology, fairly large hospital. 
No. 3 

DIRECTOR OF NURSES—B.S., M.A. degrees; graduate, uni- 
versity school; six years’ instructing experience, theory 
and nursing arts; six years, assistant director of nurses, 
large teaching hospital. No. 365. 


SUPERVISOR—Operating room; graduate of large university 
hospital; graduate training in operating room technique 
and management; two years’ head nurse, operating 
rooms, hospital from which she was graduated; three 
years, assistant operating room supervisor; 400-bed hos- 
pital. No. 366. 


THE MEDICAL BUREAU (Cont'd) 


ANESTHETIST—Graduate of eastern school of nursing; 
course in anesthesia, Lakeside; two years, supervisor 
and instructor of anesthesia, large teaching hospital. 
No. 367. 


MEDICAL ADMINISTRATOR — Thoroughly experienced; 
trained under country’s best known administrators; sev- 
eral years’ experience as medical superintendent and di- 
rector large hospital; considered well-trained and com- 
petent medical superintendent for hospital of any size; 
extraordinarily personable, congenial, affable; almost un- 
canny ability to get along with people and receive from 
them every fine effort for best interest of hospital. No. 
368. 


ASSISTANT—Well-trained young physician desires assist- 
antship to administrator; B.S., M.D., eastern schools; 
following internship. served for two years as assistant 
to chief surgeon, 500-bed hospital; one year of general 
practice. No. 369. 





POSITIONS OPEN 





INTERSTATE HOSPITAL AND NURSES BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


BUSINESS MANAGER: 75-bed hospital, New York State. 


SUPERINTENDENT OF NURSES: B.S. Degree. One with 
executive ability, accustomed to large schools. 600-bed 
hospital. Excellent salary. Open September 1. 


DIRECTRESS OF NURSES: College education; experience. 
a fae West Virginia hospital. (b) 100-bed Ohio hos- 
pital. 


ASSISTANT DIRECTOR OF NURSING SERVICE: Educa- 
tional qualifications and experience. University hos- 
pital, central states. 


EDUCATIONAL DIRECTOR: With degree in Nursing Edu- 
eation; experience; capable of supervising practice teach- 
ing of college students. Large Pennsylvania hospital, 
university affiliation. Salary $150, maintenance. 


SCIENCE INSTRUCTOR: College degree; teaching experi- 
ence. 400-bed general hospital. Salary $135, increase. 
(b) Large Indiana hospital; 5-day week; ideal situation. 
(c) 200-bed Iowa hospital. (d) 200-bed Sisters’ hospital, 
eastern states. 


NURSING ARTS INSTRUCTOR: College credits; experience. 
200-bed New York hospital; salary $125. (b) 275-bed 
Ohio hospital. (c) 300-bed modern Pennsylvania hospital. 





ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


DIETITIANS, technicians, supervisors, instructors, general 
duty nurses, anesthetists, administrators, physicians— 
there are hospitals everywhere needing your services! 





REPRESENTATIVE WANTED 





ARCHITECT doing hospital work wants someone who con- 
tacts hospitals to represent htm; part time. Address Box 
G-1, HOSPITALS. 
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POSITIONS OPE N—(Continued) 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


ADMINISTRATORS WANTED—(a) Administrator and 
medical director; large general hospital; extensive ex- 
perience in hospital administration required. (b) Young 
physician to assist medical administrator, university hos- 
pital; $3,600. No. 350. 


NURSE EXECUTIVES—(a) Nurse-superintendent to suc- 
ceed woman who has held position for twenty years; 
average patient census of thirty; small town. (b) Su- 
perintendent and superintendent of nurses; county hos- 
aoe general, now under construction; fifty beds. No. 
ol. 


NURSE EXECUTIVES—(a) Superintendent of nurses and 
director of school; 600-bed teaching hospital, 300 stu- 
dents; school ranks first in its state; extensive experi- 
ence required. (b) Director of nurses; one of country’s 
leading hospitals for children; training in pediatrics, 
several years’ successful experience as director of nurses, 
and degree in nursing education required; hospital fully 
approved, has university affiliations; most desirable lo- 
cation. (c) Superintendent of nurses; beautiful new hos- 
pital, 85 beds, well-endowed, splendidly equipped; group 
of well-qualified physicians in charge; executive ability 
and training in nursing organization and education re- 
quired; all-graduate nurse staff; fashionable resort town; 
midwest. No. 352. 


FACULTY APPOINTMENTS — (a) Educational director; 
would teach only one hour daily; large teaching hos- 
pital. (b) Educational director; small hospital fully ap- 
proved; comfortable home; well-equipped class rooms; 
45 students; Far West. (c) Science instructor; 600-bed 
general hospital with 300 students, employing two science 
instructors. (d) Teaching supervisor in surgery; teach- 
ing hospital. (e) Instructor; community hospital, 30 stu- 
dents; new nurses’ home; excellently equipped teaching 
unit; south. No. 356. 


ANESTHETISTS—(a) One of Chicago’s leading hospitals; 
several years’ experience required. (b) Small hospital; 
summer resort; New England; $130, maintenance; 
month’s annual vacation. No. 357. 


DIRECTOR OF SOCIAL SERVICE DEPARTMENT — 
Trained social service executives capable heading depart- 
ment in 250-bed hospital affiliated with university; staff 
includes an assistant and secretary; beginning stipend 
$2,500, luncheons, car maintenance. No. 359. 


SUPERVISORS—(a) Obstetrical division; 65-bed capacity, 
active service; patients from prenatal clinic of depart- 
ment of health; service staffed with graduate general 
duty nurses; large municipal hospital; $125, maintenance. 
(b) Operating room; fairly large municipal hospital hav- 
ing teaching affiliation; must be thoroughly experienced 
in operating room supervision; California. (c) Pediatric; 
department of 20 beds; old southern hospital; delightful 
location; $115, maintenance. No. 360. 


POSITIONS OPE N—(Continued) 





NEW JERSEY MEDICAL EMPLOYMENT AGENCY 
26 Journal Square 
Jersey City, New Jersey 


ANESTHETIST, with course in anesthesia, experienced 
knowledge of record room work for small, approved hos- 
pital. New England. 


INTERN, accredited college, four-year appointment, 100-be; 
Eastern hospital, salary. 





SOUTHERN BUREAU OF MEDICAL PROFESSION 
918 Comer Building 


Birmingham, Alabama 
WE DO NOT CHARGE A REGISTRATION FEE 
WANTED: Dietitians, Directors of Nurses, Instructors, Gen- 


eral Duty Nurses, X-ray Laboratory Technicians, Su- 
pervisors, Public Health Nurses, Record Librarians. 








A young man, a graduate of Knox 
College, is desirous of entering the hos- 
pital administrative field. He has an 
academic knowledge of bookkeeping and 
business procedures and desires to de- 
velop his abilities along the lines of 
hospital business management and ad- 
ministration. This young man impresses 
the Executive Secretary with his quali- 
fications, his earnestness, and his sta- 
bility. Hospitals are interested in 
securing young men of this type. To 
secure further details as to his back- 
ground and training, address the Ameri- 
can Hospital Association. 














A "Brag" from H. I. A. 


Hospital Industries Association has been doing 
some justified bragging in their advertising about 
their member firms’ “combined experience in 
hospital service of over 2,000 years!” And the 
experience record of individuals within these 
firms would increase this total many fold, as wit- 
ness these “vital statistics” of the officers of H. I. 
A.—an average service of 27 years! 

President Floyd L. Marvin, 16 years with Bec- 
ton, Dickinson & Co., an expert in the manufac- 
ture and use of technical apparatus. 

Secretary-Treasurer Elmer H. Noelting, 23 
years’ experience in research and merchandising 
with the Faultless Caster Corp. 


‘Trustee Edward Johnson, for 30 years with 
Meinecke & Co., pharmaceutical chemists. 


126 


Trustee T. J. Rudesill, 28 years in sales, pro- 
motional and managerial capacities for Scanlan- 
Morris, manufacturers and dealers in hospital 
supplies and equipment. 

Director C. J. Coleman, 37 years with American 
Radiator & Standard Sanitary Corp., actively en- 
gaged in the development of institutional sanitary 
fixtures. 

Director George J. Hooper, 39 years with the 
chemical and gas manufacturing industry, the 
last 16 with Puritan Compressed Gas Corp. 

Director Lawrence Davis, 20 years with Lewis 
Manufacturing Co. in sales and promotional ac- 
tivities connected with dressings and sutures. 

Director C. H. Wantz, 18 years with Genera! 
Electric X-Ray in sales and convention work. 
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ORGANIZED PAYMENTS FOR MEDICAL SERVICES. 
By the Bureau of Medical Economics, American 
Medical Association. Paper. Pp. 185. Chicago: 
American Medical Association, 1939. 


It would stretch the imagination of a social 
planner to devise any scheme for the organized 
p: yment for medical services that is not described 
in this publication of the Bureau of Medical Eco- 
nomics of the American Medical Association on 
“rganized Payments-.for Medical Services.” Sev- 
e: ul hundred plans for medical care of the indi- 
geat involving governmental support and medical 
society management are explained. Social Secur- 
it’ legislation has brought about changes in med- 
ical arrangements reaching into almost every lo- 
c:lity in the United States and affecting health 
departments, medical societies, and state and local 
governments. Types of plans proposed by the 
Farm Security Administration to provide medical 
services to Administration clients in 127 coun- 
ties and covering 100,000 low income families are 
described. Medical societies have organized post- 
payment and prepayment plans of medical care 
offering a wide selection of types. Some provide 
for a cash indemnity to be paid to the insured, 
with which he can purchase his own medical serv- 
ices, and others provide medical service directly. 


Industries, unions, fraternal organizations, and 
all sorts of mutual societies provide medical bene- 
fits for their members by a variety of prepay- 
ment devices. Some 3,000,000 persons are cov- 
ered by group hospitalization plans, which show a 
wide variety of relations with state and county 
medical societies. Commercial insurance compa- 
nies, all of whom pay benefits in cash, are also 
entering this field on a large scale. It is esti- 
mated that approximately $300,000,000 in cash 
is paid out annually by insurance companies to 
assist in paying medical bills. 

The House of Delegates of the American Med- 
ical Association has endorsed cash indemnity pre- 
payment plans, but has not sought to prohibit 
any of its component societies from cooperating 
with or organizing other types of prepayment for 
medical service provided their character is not 
such as to render it impossible to give good med- 
ical service. 

The number and variety of the plans for med- 
ical services—operating and proposed, postpay- 
ment and prepayment, service and cash, medical 
society and other organization sponsored—give 
proof of the efforts that are being made to sup- 
plement the private practice of medicine and in- 
dicate a desire to discover, by social experimen- 
tation, a solution of local medical problems. 
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Like « Hurnan- tt 


 BREATHES ficrn the TOP 


Septisol 
Dispensers 
are furnished in 
three models, 
> Double 
Portable, 
) Single Portable 
and Wall Type. 





The higher you go, the purer the air. Septisol Dispensers 
capitalize on this truth by “Breathing” from the top—not 
from the floor level where dust and dirt can contaminate the 
air. It’s another reason why surgeons and hospital superin- 
tendents alike are so enthusiastic about this better and more 
economical method of scrub-up room technique . . . The 
modern way for the modern hospital. 


Read these other advantages of 
SEPTISOL DISPENSERS: 


1. Control Valve—This simple regulat- 
ing device controls the flow of soap, rang- 
ing from a few drops to a full ounce. This 
exclusive feature eliminates all waste. 


2. Combination Spout Swivel Device and 

Filler Plug permits spout to swing from 

loft to right. Removable to permit easy 
ing. 


3. Horizontal Dispensing Spout cuts 
down overall height; eliminates dripping. 


4. Air Intake Valve. Foot operated— 
pneumatic pressure does the work. 


SEPTISOL SURGICAL 
SOAP is prepared specific- 
ally for use in scrub-up 
rooms. Itlatherstoa 
smooth, creamy richness, 
and helps eliminate dan- 
ger of infection and rough- 
ness that comes from the 
use of harsh and irritating 
soaps. Made from pure 
Olive Oil,Cochin Cocoanut 
Oil, and other fine vegeta- 
ble oils. 








VESTAL CHEMICAL LABORATORIES, INC. 


neW YORK 


ST. LOUIS 


4ugust, 1939 








